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FOREWORD 


HE QUARTERLY REVIEW OF SURGERY provides a systematic plan, organized 































for the purpose of making available a concise and authoritative presentation of 
the current progress, trends, and attitudes in all branches of surgery. Compiled from 
every dependable source, this plan covers all state, national, and special journals as 
well as the bulletins, reports, etc., of the clinics and hospitals. Presented briefly but 
without sacrificing any essential detail, these highly significant data are further en- 
hanced by comments of the members of the Editorial Board, based upon and summar- 
izing their own clinical experiences as well as those of other recognized authorities. All 


data are classified and published under the following headings: 


1. Anesthesia and Analgesia 19. Lung 38. Genitourinary Surgery 

2. Pre- and Postoperative 20. Mediastinum 39. Gynecologic Surgery 
or ») : , ; 
Therapy 21. Heart 40. Vascular Surgery 


3. Surgical Technic 22. ESophagus +1. Arteries 
. a . ? > 
+. Surgical Infections 23. Breast 42. Veins 
5. Tumors =: Diaphragm +3. Orthopedic Surgery 
6. N : 25. Abdominal Surgery 
». Neurosurgery * ; a 44. Fractures 
oy 26. Abdominal Wall ‘s : ; 
. Skull a : +5. Dislocations 
8. Brain 2/. Hernia +6. Bone 
o « of ¢ ic 28. Peritoneum poy niche 
ener, oer oe 29. Stomach and Duode - Joints 
10. Peripheral Nerves iota +8. Tendons 
11. Sympathetic Nervous $0: Senail’ Inieetincs +9. Amputations 
System 31. Appendix 50. Traumatic Surgery 
12. Head and Neck 32. Colon and Rectum 51. Burns 
13. Oral Surgery 33. Intestinal Obstructie: 52. Shock 
14. Plastic Surgery 34. Anus 33. Transfusions 
15. Thyroid and Parathyroid 35. Liver and Biliary 54. Wounds 
16. Thoracic Surgery Tract 55. Military Surgery 
17. Chest Wall 36. Pancreas 56. Experimental Surgery 
18. Pleura i 37. Spleen 37. Miscellaneous 


It is believed that this plan will assist the reader to locate quickly the articles ot 
current interest and will prove most helpful in making readily available the references 
necessary in the compilation of bibliographies on surgical subjects. Under each classifi- 
cation, immediately following the abstracts, there wll be published references to current 
articles not abstracted. 

The suggestions and comments of our readers will be gratefully received. 

Henry N. Harkins, M.D., Department of Surgery 
Johns Hopkins Hospital, Baltimore, Maryland 
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1. Anesthesia and Analgesia 


COMA DURING AND FOLLOWING SPINAL ANESTHESIA 


STANTON BELINKOFF 
New York, N. Y. 
Ann. Surg. 122:278-86, Aug. 1945 


Coma during spinal anesthesia indi- 
cates severe anoxia of the cerebral cen- 
ters. If anoxia persists for more than 
a few minutes it is fatal. If recog- 
nized at once and if proper treatment 
is instituted at once recovery may oc- 
cur, in some cases after 24 hours of 
coma. ‘Treatment consists in admin- 
istration of oxygen, vasopressor drugs 
if indicated, Trendelenburg position, 
maintenance of clear air passages and 
fluids by the intravenous route. In 
order that this routine may be possible 
in cases of emergency it is necessary 
that a trained anesthetist be in atten- 


dance and responsible for the patient’s 
vital functions. The anesthesia ma- 
chine should be in the room with a 
tray of stimulants and a syringe handy 
as well as equipment for clearing the 
pharynx and for endotracheal inter- 
vention. In major cases a slow intra- 
venous infusion should be instituted to 
provide an available set-up for 
prompt fluid therapy in the event of 
peripheral collapse. With these pre- 
cautions the incidence of deaths due 
to spinal anesthesia will be greatly re- 


duced. 
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CURARE AS AN AID TO RELAXATION IN ANESTHESIA 


R. CHARLES ADAMS 
S. Clin. North America, Mayo No.:735-39, Ang. 1945 


Adequate relaxation has been ob- 
tained by using various anesthetic 
agents in combination or by supple- 
menting one with another. Curare 
(intocostrin) is marketed in solution 
in 5 cc. vials, each cubic centimeter of 
which contains 20 mg. or units of ac- 
tive curare or a total of 100 mg. in 
each vial. 

Cyclopropane is the agent of choice 
for combination with curare but the 
use of other agents need not be dan- 
gerous if small doses are employed. 
Curare has been used with nitrous ox- 
ide, ethylene, ether and _pentothal 
sodium. When curare is used with 
ether or pentothal sodium, the total 
amount as well as the individual doses 
should be smaller than with cyclo- 
propane, and the interval between 
doses should be longer. The author 
uses 2 to 3 cc. (40 to 60 mg.). If ade- 
quate relaxation is not obtained in 5 
minutes, an additional dose of 1 to 2 
cc. (20 to 40 mg.) is administered. If 
the initial dose produces a satisfactory 
result, no further curare is added un- 
til just before the peritoneum is to be 
closed. With ether or pentothal sodi- 
um more conservative dosage is indi- 
cated. 

In using curare with both ether and 
pentothal sodium for a variety of op- 
erations during the last 12 months, 
no untoward effects either immediate 
or remote were noted. The necessary 
dose of ether or pentothal sodium is 
reduced 50 per cent or more, with ex- 
cellent relaxation in most cases. 


Amounts of curare in excess of 5 cc. 
(100 mg.) were not employed for 
any one operation. Curare with pen- 
tothal sodium provides the relaxation 
that pentothal sodium alone some- 
times fails to produce. With the addi- 
tion of curare, smaller doses of pen- 
tothal sodium are needed, relaxation 
is improved and the effects of large 
doses of pentothal sodium, such as 
prolonged sleeping time, are greatly 
diminished. 

The combination has not been em- 
ployed for abdominal operations but 
has been used with good results in di- 
rect laryngoscopy (suspension laryn- 
goscopy ). After anesthetization of the 
glottis with 10 per cent cocaine, anes- 
thesia is induced with pentothal sodi- 
um until upper first or second plane, 
third stage anesthesia has been at- 
tained. One to 2 cc. (20 to 40 mg.) of 
curare are then injected intravenous- 
ly. If adequate relaxation is not ob- 
tained in 3 minutes and provided re- 
spiratory function is active, an addi- 
tional | to 2 cc. (20 to 40 mg.) are 
given. The remainder of the opera- 
tion usually can be accomplished by 
use of a few cc. of pentothal. Nitrous 
oxide, 50 per cent, and oxygen, 50 per 
cent, are administered by nasopharyn- 
geal catheter throughout the proce- 
dure. This combination of pentothal 
sodium and curare has afforded the 
best operating conditions so far at- 
tained. The same method is being 
used for esophagoscopy in difficult 
cases. 4 references. 
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ANESTHESIA FOR OPERATIONS ON THE PERINEUM 


R. CHARLEs ADAMS 
S. Clin. North America, Mayo No.:858-67, Aug. 1945 


In the region of the perineum, topi- 
cal anesthesia is of value only for sim- 
ple examination, manipulation and 
catheterization. The danger of infec- 
tion in this area renders the use of 
infiltration anesthesia undesirable, al- 
though the latter may suffice for re- 
moval of uninfected cysts or other cir- 
cumscribed nodules. Regional nerve 
block is not very suitable for opera- 
tions in this region. In children, the 
author recommends inhalation anes- 
thesia. For operations for epispadias, 
hypospadias and undescended testis, 
the author employs nitrous oxide, 
oxygen and ether if the child is over 
3 years of age, but for younger chil- 
dren he prefers ether by the drop 
method and open mask. In some in- 
terventions endotracheal inhalation 
anesthesia yields good results, as in 
repair of vesicovaginal fistula with the 
patient in the prone position with hips 
elevated on a sacral rest. Inhalation 
anesthesia is not. recommended for 
operations on the anus. Low spinal 
anesthesia has many advantages for 
perineal surgery. With the small dos- 
age necessary, toxic effects are mini- 
mal, and the degree of circulatory and 
respiratory insufficiency is less than 
that associated with spinal anesthesia 
for operations at a higher level. Low 
spinal anesthesia has become a stand- 
ard procedure for the transurethral 
prostatic resection in many hospitals. 

The blood pressure should be kept 
stable; otherwise there is danger of 
overcompensation, a rising or falling 
pressure necessitating administration 
of vasodilator or vasoconstrictor 
drugs. Drastic variations in blood 


pressure thus produced have a more 


injurious effect on sclerotic vessels 
than more moderate variations. 

The indications for spinal anesthe- 
sia for rectal or anorectal operations 
via the perineal approach include in- 
fections over the sacrum, pilonidal 
cysts and similar conditions in which 
injections might spread the infection. 
Minimal doses (35 to 70 mg. of pro- 
caine hydrochloride or metycaine in 2 
cc. of spinal fluid) injected between 
the third and fourth lumbar vertebrae 
usually will produce anesthesia lasting 
at least 1 hour. 

Continuous spinal anesthesia is in- 
dicated as a rule for repair of recto- 
vaginal or vesicovaginal fistulas. The 
catheter technic presents certain ad- 
vantages. Block of the sacral nerves 
by caudal, transsacral or high caudal 
block, or combinations of these, causes 
very few complications or untoward 
effects in experienced hands. Routine 
caudal or caudal-transsacral block is 
a satisfactory and safe method, even in 
poor risk cases. This type of anes- 
thesia permits operation on the anus 
and lower part of the rectum, penis, 
prostate gland, bladder, perineum, 
vulva, vagina and uterine cervix. 

In the male, sacral block suffices for 
most transurethral operations and is 
safer than low spinal anesthesia but 
may cause pain or priapism. Sacral 
block should be reserved for poor risk 
cases in which spinal anesthesia is 
contraindicated. In women, sacral 
block suffices for operations about the 
vaginal orifice and lower part of the 
vagina but not for vaginal hysterec- 
tomy involving the peritoneum. Ade- 
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quate anesthesia for the latter may be 
provided by high caudal block and in- 
jection of 40 to 80 cc. of a 1 per cent 
solution of metycaine into the caudal 
canal. Caution is urged to prevent 
intradural or intravenous injection. 
High caudal block for operations in- 
volving structures at a distance from 
the perineum may be incomplete in 
some cases, spotty in others, and owing 
to its slow onset is usually not wholly 
satisfactory without supplementary 
anesthesia. Continuous caudal anes- 
thesia may suffice for certain long per 
ineal operations. 

Intravenous sodium pentothal an- 
esthesia has been found very useful in 
many types of perineal operation ex- 
clusive of operations on the anus, and 
is specially recommended for gyne- 
cologic operations by the perineal ap- 
proach. It is used almost routinely 
for dilatation, curettage, perineorrha 


phy, and tn operations for urinary in- 
continence. For vaginal hysterectomy 
the depth of anesthesia must be great- 
er to provide relaxation for closure of 
the peritoneum. Also in transurethral 
prostatic resection this method has 
been found of value. 

At the Mayo Clinic, intravenous 
anesthesia is generally employed for 
cystoscopy, ureteral catheterization, 
fulguration of vesical tumors, trans- 
urethral resection of small amounts of 
the prostate gland and for many plas- 
tic interventions on the penis and 
scrotum. Low spinal anesthesia is pre- 
ferred for resection of the prostate in 
young men. Spinal anesthesia is also 
recommended for manipulation and 
removal of ureteral stones. Since the 
use of intravenous anesthesia has be- 
come more widespread, the value of 
combined methods has become more 
apparent. 4 references. 


THE USE OF PENICILLIN MIXED WITH A LOCAL 
ANESTHETIC 
Joun S. LuNnpy and ARNOLD E. OsrERBERG 
S. Clin. North America, Mayo No.:775-76, Aug. 1945 


Procaine or metycaine will not de- 
stroy the antibacterial properties of 
penicillin. A solution in water con- 
taining 250 Oxford units of sodium 
penicillin per cubic centimeter is sup- 
plied to the operating room supervi- 
sors in 100 cc. bottles. These bottles 
are kept in the refrigerator. An hour 
or two before they are to be used, they 
are taken out and brought to room 
temperature. A supply is kept on hand 
to last for 3 or 4 days. This relatively 
fresh preparation is used with procaine 


or metycaine and a small amount of 
epinephrine is added, except in cases 
in which epinephrine is contraindi- 
cated. The injection was given with 
sacral block for hemorrhoidectomy, 
and has also been used in continuous 
caudal anesthesia in obstetrics, abdom- 
inal and field blocks, and in tonsillec 
tomy and dental procedures. The use 
of penicillin with a local anesthetic 
agent is evidently practical. Sensitiv- 
ity to penicillin is a contraindication. 
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ANESTHESIA IN SHOCK 


Joun S. Lunpy 
S. Clin. North America, Mayo No,: 740-42, Aug. 1945 


In the presence of shock it is essen- 
tial that general supportive measures 
be employed. The anesthetic is best 
withheld until definite improvement 
occurs, i.e., until the systolic blood 
pressure can be elevated to an arbi- 
trary level of 100 mm. of mercury, 
until the pulse pressure reaches 20 
mm. or more and until the pulse rate 
becomes 120 or less. The safest anes- 
thesia is accomplished by infiltration 
with a minimal quantity of a 0.5 per 
cent solution of procaine hydrochlo- 
ride. 

In general, spinal anesthesia and in- 
travenous anesthesia with pentothal 
should be avoided. A good method 
is to use ethylene and at least 20 per 
cent oxygen. A small amount of 
ether may be added without untoward 


effect. Nitrous oxide with 20 per cent 
oxygen may be used. A small quan- 
tity of ether may be necessary. Cyclo- 
propane may be used, but is not as 
good as ethylene in cases of shock. If 
spinal anesthesia or intravenous anes- 
thesia with pentothal is used, oxygen 
must be given in a concentration of at 
least 50 per cent. In cases of shock 
where large doses of morphine have 
been given to relieve pain, the re- 
quired dose of the anesthetic is less. 
The use of the intratracheal tube in 
connection with inhalation anesthesia 
becomes more necessary as the degree 
of shock increases. Rectal anesthesia 
usually is not indicated in cases of 
shock. An attempt should be made to 
lighten anesthesia so that it will not 
depress the patient. 


PENTOTHAL SODIUM ANESTHESIA IN GENERAL SURGERY 
(A NEW METHOD COMBINING IT WITH NITROUS 
OXIDE AND OXYGEN) 


DANIEL RITTER 


Conemaugh Valley Memorial Hospital, Johnstown, Pa. 
Anesth. & Analg. 24:205-15, Sept.-Oct. 1945 


Most anesthesiologists have recog- 
nized that pentothal sodium has a 
somewhat limited use in general sur- 
gery as satisfactory muscular relaxa- 
tion often cannot be obtained without 
encroaching on the limits of safety. 
Pentothal sodium has, however, been 
of value in general surgery in com- 
bination with various methods of anes- 
thesia, especially local infiltration. and 
block anesthesia, and caudal and spinal 
anesthesia. Since July 1940, the au- 
thor and his associates have employed 
a combination of pentothal sodium 


intravenously with nitrous oxide and 
oxygen. Nitrous oxide was employed 
because it is nontoxic, nonirritating 
and quickly eliminated. Its use re- 
duces the concentration of sodium 


pentothal required and provides good 


relaxation with a margin of safety. 
Kor this type of anesthesia in elec- 
tive operations, the preoperative 
medication includes nembutal given 
the night before operation, seconal 2 
hours before operation, pantopon or 
morphine 1 hour before operation, 
and atropine sulfate or scopolamine 
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20 minutes before operation. Atro- 
pine is always given in a dosage of 
1/100 gr., but the dosage of the bar- 
biturates and opiates varies according 
to the age and condition of the patient 
and the type of operation. In emer- 
gency cases, spasmalgin has been em- 
ployed in a dosage of | cc. which con- 
tains 1/6 gr. pantopon, 1/3 gr. papav- 
erine hydrochloride and 1/60 gr. at- 
rinal (an atropine sulfuric acid ester), 
given by slow intravenous injection. 
Induction of anesthesia is carried 
out before the operative field is 
draped. For the ordinary good risk 
case, a 5 per cent solution of pentothal 
sodium is employed; for debilitated 
or toxic patients or those in shock a 
2.5 per cent solution is used. From 3 
to 4 cc. of the solution is given at 
first; the patient becomes drowsy and 
usually falls asleep; another 1 cc. is 
given, and administration of the gas- 
oxygen is begun. By this time the lid 
reflex is abolished. Another cc. of the 
pentothal solution is given before the 
patient is draped and the operative 
field prepared. Fractional injections 
are continued until the jaw is relaxed 
and pharyngeal reflex abolished so 
that the Graedel airway may be easily 
inserted (in all except minor opera- 
tions). When a satisfactory level of 
anesthesia has been obtained, it 1s 
maintained by fractional injections of 
1 cc. pentothal solution. The signs of 
decrease in the depth of anesthesia are 
increased respiratory minute volume, 
phonation, muscular tension, or move- 
ment of the toes. The best sign of un- 
desirable depth of anesthesia is de- 
creased amplitude of respiratory 
movements. When this occurs, man- 
ual compression should be made on 
the rebreathing bag at the rate of 12 
to 14 per minute, and at the same 
time the oxygen percentage of the 


gaseous mixture should be increased. 
If there is a fall of the systolic blood 
pressure to less than 90 mm. mer- 
cury or an increase in pulse rate, glu- 
cose in 10 per cent solution should be 
given intravenously with or without 
neosynephrine 5 minims per each 500 
cc.; if there are signs of shock, plasma 
is added, or if shock is due to hemor- 
rhage, whole blood is given. At the 
end of the operation nikethamide 
(coramine) is given; the dosage is 3 
c., half intravenously and half intra- 
muscularly, if the operation lasts less 
than | hour and requires | gm. or less 
of pentothal sodium; less for opera- 
tions lasting only a few minutes; and 
for longer operations and/or those re- 
quiring more than 1 gm. pentothal, 
proportionately larger amounts up to 
5 cc., half intravenously and _ half 
intramuscularly. Routine postopera- 
tive oxygen therapy is also carried out 
with a nasal catheter, until the patient 
has fully recovered from the effect of 
the anesthetic. This form of anesthe- 
sia is contraindicated in children under 
12 years of age, in patients with ex- 
treme hypotension except for short 
minor operations, in patients with de- 
generative myocardial disease with 
congestive heart failure, and in pa- 
tients with a ruptured abdominal vis- 
cus. 


This method of anesthesia has been 
employed in a total of 2,807 opera- 
tions in 2,600 patients. The opera- 
tions included laparotomies, urogeni- 
tal surgery, vaginal surgery and 
perineal repair, herniorrhaphies, ma- 
jor amputations and closed reductions 
of fractured vertebrae, all of which 
required surgical anesthesia of at least 
the second plane, and are therefore 
considered major procedures; 54.5 
per cent of the operations were of this 
type. Postoperative vomiting oc- 
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curred in 69 cases; nausea without 
vomiting in 40 cases; marked eleva- 
tion of temperature in 79 cases; cya- 
nosis in 3 cases; pneumonia and atelec- 
tasis in 1 case each. The advantage of 
the combination of nitrous oxide and 
oxygen with pentothal sodium is that 


nitrous oxide with adequate oxygen is 
slightly stimulating to the respiratory 
center and thus increases the safety 
factor, as well as adding to the anes- 
thetic value of pentothal sodium. 13 
references. 2 tables. 4 figures (show- 
ing apparatus ). 


GENERAL SUPPORTIVE MEASURES IN COURSE OF ANES- 
THESIA, THERAPEUTIC AGENTS AND APPARATUS 
THomas H. SELDoN 
S. Clit. North America, Mavo No.:743-74, Aug. 1945 


The author describes in detail the 
usual supportive measures, apparatus 
and therapeutic agents that are used 
for both medical and surgical patients. 
Water requirements, blood loss factor, 
and caloric and nitrogen requirements 
are discussed. In the management of 
shock it is emphasized that the value 
of saline or glucose solution or a com- 
bination of these in shock is only tem- 
porary and they should be followed 
by a more permanent fluid, such as 
blood or plasma. Shock and hemor- 
rhage should be treated by the admin- 
istration of whole citrated blood. 
Plasma or serum may be given when 
hemorrhage is a minor consideration. 
Solutions of acacia, pectin or gelatin 
should be employed only as substi- 
tutes and should be replaced by blood, 
plasma or serum when these are ayail- 
able. Oxygen should be given both 
prophylactically and also as treatment 
for shock. The patient should be 
kept warm; a close watch should be 
kept on his condition. If fluids are 
needed, a sufficient amount should be 
given. The routes of administration 
of fluids include oral, proctoclysis, hy- 
podermoclysis, intravenous, and via 





the bone marrow spaces. The sub- 
stances used include water, saline so- 
lution, glucose, acacia, pectin and gel- 
atin. Other substances employed in- 
clude isinglass, amino acids, hemo- 
globin solutions, whole citrated blood, 
resuspended red cells, blood plasma, 
bovine plasma and albumin, and dried 
blood cell powder. 

The equipment used for the paren- 
teral administration of fluids is simi- 
lar to that used for the actual admin- 
istration of whole citrated blood. Sa- 
line solutions with or without glucose 
are valuable. The amount of sodium 
chloride administered per 24 hours 
should not exceed 10 gm. Glucose, 
amino acids and vitamins all may play 
important roles in the care of patients. 
Plasma or serum improves low serum 
protein states and helps restore blood 
volume. If plasma or blood is indi- 
cated, then one or the other should be 
given in preference to the substitutes. 
Ordinarily 500 cc. of fluids may be in- 
jected intravenously per hour. Usu- 
ally 40 minutes is taken to inject 500 
cc. of whole citrated blood, but this 
time may be shortened if conditions 
indicate a more rapid administration. 
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PRINCIPLES OF 


INTRAVENOUS ANESTHESIA 


WITH PENTOTHAL SODIUM 


R. CHARLES 


ADAMS 


S. Clin. North America, Mayo No.:788-91, Aug. 1945 


Intravenous anesthesia is linked 
closely to both the principles and 
practices which govern the adminis- 
tration of anesthetic agents in general. 
Most of the difficulties and fatalities 
associated with intravenous anesthesia 
have arisen from failure to appreciate 
this fact. The salient principles which 
govern the use of pentothal sodium 
intravenous anesthesia are set down to 
help clarify some of the problems 
which continually arise and possibly to 
assist in avoiding others. A slow in- 
duction will prevent serious degrees 
of respiratory depression and will 
tend to maintain a uniform concentra- 
tion of the drug in the brain. 

There is only one way to produce 
the optimal level of anesthesia, 1.e., by 
small, slowly administered doses. 
The total dose of pentothal must be 
kept within reasonable limits if the 
advantage of its short acting qualities 
is to be obtained. Many of the ad- 
vantages of pentothal anesthesia are 
lost when it is employed for opera- 
tions requiring the use of large doses. 
The patient’s tolerance to pentothal 1s 
lowered by traumatic and _ surgical 
shock, debility, toxemia and similar 
conditions. Its administration should 
be modified to conform with decreased 
tolerance to the drug. Thus a dose 
of 1 cc. (of a 2.5 per cent solution) 
must be given when ordinarily + or 6 
cc. might be used. A continuously 


free airway and adequate respiratory 
exchange must be assured, since pento 
thal sodium may prove toxic in very 
small doses when only minor degrees 
of anoxia are present. Under intra 
venous anesthesia all of the difficul 
ties associated with inhalation anesthe 
sia are possible. These complications 
have to do chiefly with the airway, 
respiratory exchange and oxygenation 
of the patient. They need not be any 
more serious under intravenous anes 
thesia than under inhalation anesthe- 
sia provided the equipment for taking 
care of such difficulties is available. A 
small portable oxygen apparatus will 
suffice but it is preferable to have the 
facilities of a gas machine so that one 
of the gases or gas and ether can be 
used as a supplement if pentothal an- 
esthesia is not adequate or if the pa- 
tient requires excessively large doses. 

In general the most unsuitable op- 
erations for this type of anesthesia are 
extensive intra-abdominal, intrathor- 
acic and intracranial operations, about 
the nasal, pharyngeal and laryngeal 
passages and operations in which the 
position of the patient or the nature of 
the lesion predisposes to respiratory 
obstruction. Endotracheal intubation 
or supplemental regional anesthesia 
may make intravenous anesthesia fea 
sible and perhaps even desirable in 
some of these more extensive surgical 
interventions. 
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THE USE OF LOCAL ANESTHESIA IN OPERATIONS 


Harry E. Perers, JR. 
Oakland, Calif. 
West. J. Surg. 53:278-81, Aug. 1945 


The efficiency of local anesthesia 
and its special value in poor risk pa- 
tients are emphasized. The mode of 
action of local anesthesia is described 
and its advantages over general anes- 
thesia are stressed. In the clinic of 
the University of California Medical 
School, local anesthesia is considered 
applicable particularly to 2 groups of 
patients, namely, in good risk patients 
where its advantages seem to out- 
weigh those of general anesthesia, and 
in poor risk patients. The first group 
includes such conditions as brain sur- 
gery under field block, smaller sur- 
face tumors, carcinoma of the lip, 
small benign tumors of the breast, 
nerve block for finger and toe opera- 
tions, combined nerve and field block 
for hernioplasty, and local infiltration 
for ligations of the veins, etc. The 
author has also found local anesthesia 
of value for thoracoplasty and lesser 
thoracic procedures. Individualization 
ii selection of an anesthetic is of 
course necessary. 

Operations done under local anes- 


thesia in poor risk cases include: radi- 


cal neck dissections, removal of large 
tumors of the neck, excision of nodu- 
lar and diffuse goiters under block of 
the cervical nerves; simple and open 
reduction of arm fractures, tenoplas- 
ties, etc., under brachial plexus block; 
closure of perforated ulcers, chole- 
cystostomy, decompression cecostomy 
and Rammstedt pyloroplasty under 
abdominal field block; and gastric re- 
section, exploration of the common 
duct and operations on the gallbladder 
under field and anterior splanchnic 
block. The requisites for a smooth 


anesthesia are enumerated, and a 
standardization of technics recom- 
mended. Five illustrative case re- 
ports are included to demonstrate the 
value of local anesthesia in poor risk 
patients. 


REFERENCES TO CURRENT ARTICLES 


Technic of Continuous Pentothal Anesthe- 
sia. N. B. Kornfield (Capt., M.C., 
A.U.S.). Am. J. Surg. 69:177-81, 
Aug. 1945. The author presents a 
method for the administration of intra- 
venous anesthesia, employing mechanical 
aids to allow the anesthetist greater free- 
dom and ease in administration to a 
single patient, or simultaneous adminis- 
tration to several patients. The equip- 
ment described is material easily obtain- 
able in wartime. Its compact form fa- 
cilitates transportation. Its use requires 
a minimum of sterile equipment. Step- 
savers for the uninitiated are described. 


Continuous Drip Pentothal Sodium With 
Supplementary Anesthesia. Sister M. 
Cyrilla, Boonville, Mo. J. Missouri M. 
A. 42:694-97, Nov. 1945. In admin- 
istering pentothal sodium by the continu- 
ous drip method, the anesthetist has bet- 
ter control of the patient and does away 
with the need of two persons at the head 
of the table. Pentothal sodium by the 
continuous drip method of 0.5 per cent 
solution produces very satisfactory nar- 
cosis in continuous spinal anesthesia. 
Pentothal must be chosen to suit the in- 
dividual case and must be used cautious- 
ly in borderline cases. It should not be 
used in tonsillectomy, in cases of coro- 
nary and liver damage, infections of the 
neck and throat complicated by edema, 
in the extreme age groups and in severe 
anemia. [Careful control of the drip is 
advisable.—Ep. | 
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Post-Operative Vomiting in Relation to 
Anaesthetic Time. J. Morland Smith, 
Stoke Mandeville, England. Brit. M. J. 
2:217, Aug. 18, 1945. In the more 
than 1,000 surgical cases studied, the 
majority (90 per cent) had operations 
on the head and neck under endo- 
tracheal anesthesia with nitrous oxide, 
sometimes supplemented with ether or 
cyclopropane. Premedication was with 
omnopon and scopolamine (or atropine 
in older patients). In adults it was 
found that the incidence of postopera- 
tive vomiting increased with the dura- 
tion of the anesthesia. The addition of 
ether, and to a lesser extent of cyclopro- 
pane, increased the incidence of post- 

In children the 

incidence of postoperative vomiting un- 


operative vomiting. 


der light anesthesia did not increase with 
the duration of the anesthesia. 


Local and Regional Anesthesia in Naval 
Practice. Stanley Gardner (Command- 
er, M.C., U.S.N.R.). Anesth. & Analg. 
24:169-75, July-Aug. 1945. Ina Na- 
val hospital in 1944, local and regional 
anesthesia was used in 17.4 per cent of 
operations of over 144 types, major and 
minor. Various nerve blocks were found 
to be of special value, such as field block 
of the fingers or wrist block for various 
operations on the hands, and_ brachial 
plexus block for operations on the fore- 
arm. The author has found sacral block, 
which includes caudal-transsacral block, 
one of the most useful types. In opera- 
tions of long duration, pentothal sodium 
in small doses may be given intravenous- 
ly to supplement local infiltration. The 
author considers that local infiltration 
and nerve block anesthesia should be 
more widely used in civilian practice. 


2. Pre- and Postoperative Therapy 


POSTOPERATIVE PULMONARY COMPLICATIONS 


Epwarp J. McGratu 
Cincinnati, Ohio 
S. Clin. North America, Nationwide No.:1190-1201, Oct. 1945 


Preoperative precautions include 
mobilization, cure of any active infec- 
tion of the upper respiratory passages, 
including seriously infected teeth and 
gums, and elimination of smoking for 
several days to a week before opera- 
tion. Of more importance than the 
type of anesthetic or method of anes- 
thesia used are the care and skill dis- 
ployed by the anesthetist. Sharp dis- 
section, adequate hemostasis, defini- 
tive ligation of transected vessels 
rather than mass tissue ligation, ana- 
tomic plane dissection where possible, 
protection of tissues against drying by 
use of moist sponges, minimal and 
gentle retraction represent indispensa- 
ble precautions, if the danger of 


“showers of emboli” is to be avoided 
postoperatively. Unnecessary expo- 
sure of the viscera and unnecessary 
handling of the bowel should be 
avoided. Postoperative dressing 
should not confine the costal margins, 
thereby reducing expansion at the 
bases of the lungs. In operations on 
the upper abdomen a transverse inci- 
sion is preferable to a longitudinal 
one. 


Postoperatively, the Trendelen- 
burg position until full consciousness 
returns provides postural drainage for 
secretions from both upper and lower 
portions of the respiratory apparatus. 
Thereafter, low Fowler’s position will 
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minimize the effort necessary to cough 
or breathe deeply. Patients should be 
turned hourly or every 2 hours dur- 
ing the first 24 hours postoperatively 
and no less than 4 times a day for the 
next 3 days. The routine described 
by Moore is recommended. In cases 
of recurrence, chemotherapy is started 
immediately with sulfadiazine by 
mouth alone or with penicillin ther- 
apy in addition to sulfadiazine. Mea- 
sures for prevention and treatment of 


postoperative pneumonia, pulmonary 
infarction, pulmonary abscess and fat 
embolism are discussed. It is empha- 
sized that there is no substitute for 
detailed careful prophylaxis, and in 
any major surgical procedure the en- 
tire physical economy of the patient 
must be taken into consideration rath- 
er than just the local field of opera- 
tion. 

| A worth-while general schema. An ex- 
cellent anesthetist is a sine qua non.—Eb. | 


MODE OF PRODUCTION OF PULMONARY EMBOLI 


EarLeE M. CHAPMAN and Roserr R. Lin ron 


Boston, Mass. 
J. A. M. A. 129:196-97, Sept. 15, 1945 


Recently various writers have em- 
phasized the great danger to persons 
with heart disease of even a modified 
Valsalva experiment (acts of defeca- 
tion, parturition, coitus, lifting, strain- 
ing at work or in sports). The present 
authors believe that sudden and often 
fatal pulmonary embolus is a more 
common result of such acts of strain- 
ing by those confined to bed by ill- 
ness or operation. Venous pressure 
and volume in the leg rise sharply 
during a Valsalva experiment. The 
return of blood to the heart is tempo- 
rarily impeded so that the peripheral 


veins become distended with blood, 
which may loosen an insecurely at- 
tached mural thrombus. With the 
drop in venous pressure during the 
next inspiration the dammed venous 
blood rapidly empties from the per- 
ipheral veins, washing with it any 
loosely attached thrombus. Patients 
should therefore avoid forced expira- 
tion with the glottis closed, especially 
in the sitting position in bed. Preven- 
tion of fatal pulmonary embolism by 
femoral vein interruption in cases of 
thrombosis of the deep leg veins is a 
relatively safe operation. 


DICUMAROL THERAPY IN POSTOPERATIVE THROM- 
BOPHLEBITIS AND PHLEBOTHROMBOSIS 


Witiarp H. Parsons 
Vicksburg, Miss. 
Surg., Gynec. & Obst. 81:79-82, July 1945 


Pulmonary embolism is_ usually 
preceded by thrombosis of the veins 
of the lower extremities. Such throm- 
bosis can usually be prevented by 
careful surgical technic and proper 


postoperative care (including the use 
of exercises with the bicycle appara- 
tus). If thrombosis does develop, it 
should be treated by removal of the 
clot from the femoral vein with subse- 
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quent ligation and division, supple- 
mented by the administration of di- 
cumarol. Dicumarol is also of value 
as a prophylactic measure in the post- 
operative therapy in those cases in 
which thrombosis is most likely to oc- 
cur. Dicumarol, however, should be 
given only with adequate control by 
daily determinations of the plasma 


prothrombin time. If the plasma pro- 
thrombin time becomes dangerously 
prolonged, as may occur even with 
adequate control, if the patient is un- 
usually susceptible to the drug, ad- 
ministration of vitamin K or transfu- 
sion is effective in correcting this. Five 
illustrative cases are reported. 11 ref- 
erences. 


THE ROUTINE USE OF PROTEIN DIGEST INTRAVENOUSLY 
FOLLOWING MAJOR SURGICAL PROCEDURES 
Herbert H. Davis 
Omaha, Neb. 


Surg., Gynec. 


The use is reported of protein digest 
(amigen) given intravenously in 203 
cases after various types of major sur- 
gical operations. A total of 730 liters 
of amigen was given in these 203 
cases. There were no serious reac- 
tions, and such reactions as did occur 
were observed in the earlier cases, 
when there was a tendency to give the 
infusions too rapidly. If a 3-hour 
period is allowed for infusion of 1,000 
cc. of amigen, there is little danger of 
reaction. Patients receiving amigen 


& Obst 


81:31-35, July 1945 


intravenously after major operations 
show greater strength, improve more 
rapidly, and are better fitted to re- 
sume their accustomed activity than 
those given glucose and _ physiologic 
saline in the postoperative period. The 
administration of protein digest is of 
definite aid in tissue building, wound 
healing, maintaining fluid balance, 
and in combating infection. The au- 
thor recommends this as a routine 
procedure after major surgical opera- 
tions. 25 references. 1 table. 


POSTOPERATIVE VENOUS THROMBOSIS AND 
PULMONARY EMBOLISM 


Louris G. HERRMANN 


Cincinnati, Ohio 
S. Clin. North America, Nationwide No.:1167-89, Oct. 1945 


The factors which predispose or 
contribute to venous thrombosis are 
discussed. There has been a tendency 
to minimize the problem of residual 
edema, persistent pain and even ul- 
ceration of the skin which may follow 
extensive clotting of the blood within 
the veins of an extremity. Follow- 
ing a discussion of the etiology of 
venous thrombosis, the sites of throm- 


bus formation and the types of venous 
thrombosis, the author proceeds to 
consider clinical aspects, the value of 
phlebography and measures for pre- 
vention of venous thrombosis. 
Among the conservative methods of 
treatment are the immobilization and 
elevation of extremities. Intramuscu- 
lar injection of the synthetic estradi- 
ols, and especially estradiol dipro- 
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pionate, is of value in controlling 
secondary peripheral vasospasm. 
Indications for heparin and dicou- 
marin are listed. If a rapid anti- 
coagulant effect is required, admin- 
istration of heparin and dicumarol 
should be started simultaneously. The 
administration of dicumarol should be 
continued until at least 1 week after 
the patient has become ambulatory. 
If an emergency operation is required 
when the prothrombin time is pro- 
longed due to dicumarol, a large dose 
(60 mg.) of menadione sodium bisul- 
fite (synthetic vitamin K ) and a trans- 
fusion of fresh whole blood should be 
given before operation. The contra- 
indications to use of anticoagulants 1n- 
clude the presence of blood dyscrasia, 
purpura, hepatic insufficiency or hepa- 
togenous jaundice, and renal insufh 
ciency. Dietary or nutritional defi- 
ciency should preclude the use of 
either heparin or dicumarol. Radia- 
tion therapy may relieve the pain of 
chronic phlebitis and may reduce 
edema. 

The surgical treatment of throm- 
bosis of the peripheral veins includes 
ligation of major veins. The indica- 
tions for ligation of the femoral vein 
are discussed. Less indication for liga- 
tion of the femoral vein exists in 
fully developed ilofemoral throm- 
bosis, when the femoral vein 1s ten- 
der and the clot within the vein is ad- 
herent and difficult to extract even by 
suction. In these cases operation is 
not necessary. Bilateral ligation of 
the femoral veins has been recom- 
mended even when there are relative- 
ly few symptoms of venous involve- 
ment in the opposite extremity. No- 
vocainization of the regional sympa- 


thetic ganglions is used to give relief 
of swelling and pain in the acute 
phases of thrombophlebitis. Proper 
novocainization of these ganglions 
will usually relieve pain, reduce the 
edema of the part and restore the ar- 
terial pulsations to a normal level. 
The period of disability can usually 
be shortened by such treatment. 
Blocking of the sympathetic impulses 
to an affected extremity does not pro- 
tect the patient from pulmonary em- 
bolism nor will it protect him from 
residual edema if the extent of the 
thrombosis is great. In early mani- 
festations of pulmonary embolism, 
atropine and papaverine have been 
recommended. 

Pulmonary embolism which acts 
slowly with myocardial failure and 
pulmonary edema justifies surgical 
intervention with the removal of the 
embolus from the pulmonary artery. 
Prophylaxis against these complica- 
tions includes early active and con- 
tinued motion in bed and early re- 
sumption of normal activities for sur- 
gical as well as nonsurgical patients. 
The prophylactic occlusion of a major 
venous pathway to prevent propaga- 
tion or transportation of a blood clot 
to some vital center of the body may 
be a life-saving procedure and is in- 
dicated if the clinical signs point to 
progressive venous thrombosis in the 
large veins of the extremities. The 
proper use of anticoagulants is a satis- 
factory prophylactic measure against 
pulmonary embolism when (1) the 
source of the emboli is not detectable 
clinically, (2) venous thrombosis and 
pulmonary embolism have occurred 
before operation, and (3) chemical 
tests reveal hyperprothrombinemia. 
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PULMONARY EMBOLISM FROM OBSCURE SOURCES 


AuBreY OQ. Hampron (Lt. Col., M.C., 


A.U.S.), ANpRE G. PrRanponr (Major, 


M.C., A.U.S.) and Joun T. Kine (Col., M.C., A.U.S.) 
Bull. Johns Hopkins Hosp. 76:245-73, June 1945 


Ten cases are described in which 
acute chest conditions were believed 
due to pulmonary embolism with or 
without infarction, or with incomplete 
infarction from various venous 
sources. No patient was admitted with 
a correct diagnosis. Phlebograms, 
roentgenograms and _ electrocardio- 
grams should be employed in cases in 
which a relatively dry area of con- 
solidation is found in the lungs with- 
out specific bacteriologic findings, and 
in which dyspnea or chest pain is an 
important symptom. Onset may be 
insidious or may closely simulate cor- 
onary occlusion, pneumonia, angina 


pectoris, pericardial effusion, etc. Pul- 
monary embolism should be suspected 
in cases of repeated “pleurisy” or 
“pneumonia,” especially if bilateral. 
The emboli may have their origin in 
leg veins, pelvic veins, thrombosing 
hemorrhoidal veins or veins of the 
prostatic and periprostatic plexus. In 
some cases the source remains un- 
known. ‘Treatment includes the use 
of heparin and dicumarol anticoagu- 
lant therapy, plus rest and elevation 
of the part affected by thrombosis or 
phlebitis. No detectable embolism 
has been noted after such treatment. 


TREATMENT OF PULMONARY EMBOLISM 


Lewis S. PitcHer (Major, M.C., A.U.S.) 
Am. ]. Surg. 69:190-203, Aug. 1945 


Following a review of the etiology 
and present methods of treatment of 
pulmonary emboli, the author em- 
phasizes the fact that most emboli 
are thought to originate from free 
propagating thrombi in the femoral 
venous system. The use of femoral 
vein ligation in the prophylactic treat- 
ment of pulmonary embolism and the 
use of venography in the diagnosis 
and localization of femoral thrombi 
are discussed. In 5 cases diagnosis of 
femoral vein thrombi was made chief- 


ly by venography and satisfactory re- 
sults were obtained by ligating and 
partially resecting the involved fem- 
oral vein. In 3 of these patients 
pulmonary emboli had occurred be- 
fore the femoral vein ligation was 
performed. Ligation and partial re- 
section of the femoral vein also has 
a beneficial effect on associated throm- 
bophlebitis, especially in the preven- 
tion and relief of associated peripheral 
edema. 








nanestiig 
) 


lajor, 


Pul- 
ected 
>>] or 
teral. 
rin in 
osing 
fF the 
s. In 
un- 
> use 
agu- 
ation 
1s or 
»lism 
nent. 


y re- 

and 
‘em- 
ents 


was 
re- 
has 
om- 
yen- 
eral 








QUARTERLY REVIEW OF SURGERY 








ETHYL ALCOHOL INTRAVENOUSLY AS POST- 
OPERATIVE SEDATIVE 


R. J. BEHAN 
Pittsburgh, Pa. 
Am. J. Surg. 69:227-29, Aug. 1945 


The author presents a list of 30 
consecutive operative cases in which 
intravenous alcohol was given post- 
operatively. Of these there were 
only 5 patients who postoperatively 
required morphine in addition to the 
alcohol. These 30 cases included 4 
of abdominal adhesions, 6 of acute 
appendicitis, 2 of incisional hernia 
with retroversion of uterus, + of acute 
cholecystitis, 2 tubal pregnancies, 3 
of subacute appendicitis, 2 of chronic 
appendicitis, 1 hysterectomy, | ptosis 
of kidney, 1 thyroidectomy, 2 of in- 
testinal obstruction, | inguinal hernia, 
and 1 synovectomy (knee). 


Following intravenous injection of 
alcohol, 20 patients had no pain, 4 
had slight pain, in 5 pain was still 
severe, 23 rested well, 7 were rest- 
less, 2 did not sleep, 8 slept at inter- 
vals, 20 slept well, and the effect on 
pain in | case was not recorded. The 
95 per cent alcohol is diluted with at 
least 120 to 240 cc. of saline solution 
or is added to the usual intravenous 
postoperative glucose, 5 per cent, and 
saline. Fifty cc. of pure 95 per cent 
ethyl alcohol are added to 1,000 cc. 
of the glucose, 5 per cent, and saline 
solution. The rate of flow should not 
exceed 60 drops per minute. 


A DESIGN FOR SURGICAL CONVALESCENCE 


Ropert ELMAN and JoHNn T. AKIN, JR. 


St. Louis, Mo. 


Atlanta, Ga. 


Ann. Surg. 122:716-33, Oct. 1945 


Emphasis is placed on the im- 
proved clinical and chemical results 
obtained by special convalescent care 
following abdominal operations in 79 
patients as compared with those ob- 
tained by the traditional postopera- 
tive treatment. The “design for sur- 
gical convalescence” includes avoid- 
ance of disturbing psychogenic factors 
before operation and during conva- 
lescence. Patients are encouraged to 
begin movement in bed early and are 
allowed up a few days after operation. 
Total starvation is avoided by add- 


ing hydrolyzed protein (amino acids) 
to the parenteral injections of glucose 
and vitamins from the beginning. Pa- 
tients are encouraged to take food or- 
ally as soon as possible. By following 
this procedure, the patients usually 
required no further convalescent care 
following discharge and were found 
to have lost less weight and to show 
an increase in plasma albumin as com- 
pared to controls. In patients receiv- 
ing hydrolyzed protein (amino acids) 
the negative nitrogen balance was 
lower. 
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TRANSLOCATION OF FLUID PRODUCED BY THE INTRA- 
VENOUS ADMINISTRATION OF ISOTONIC SALT 
SOLUTIONS IN MAN POSTOPERATIVELY 
F. A. Co_ier, Vivian lop, H. H. VaAuGHAN, N. B. KALbDER and C. A. Mover 


Ann Arbor, Mich. 
Ann. Surg. 122:663-77, Oct. 1945 


The authors present studies to de- 
termine how the human body handles 
large intravenous infusions of “salt” 
solutions in patients subjected to com- 
bined abdominoperineal _ resections 
for carcinoma of the rectum. “Salt in- 
tolerance” was attributed to excretions 
and retentions of sodium, chloride 
and water in the 30-hour period be- 
ginning with the operation. At reg- 
ular intervals during this period so- 
lutions of varied composition and 
tonicity were infused. 

The rates of excretion of the uri- 
nary constituents were determined. 
Losses of sodium, chloride and water 
from the posterior and anterior 
wounds were estimated by use of 
weighed dressings. Cumulative bal- 
ances of water, sodium and chloride 
were calculated. Following injection 
of “isotonic sodium chloride” solu- 
tions there occurred an average reten- 
tion of 53 per cent of the sodium, 46 


per cent of the chloride, and 19 per 
cent of the water 30 hours after opera- 
tion. This retention of salt would in- 
volve withdrawal of nearly 2 liters of 
fluid from the intracellular compart- 
ment to maintain isotonicity. Infusion 
of hypotonic solutions resulted in the 
average retention of 27 per cent of the 
sodium, 32 per cent of the chloride, 
and 39 per cent of the water during 
the same postoperative period. This 
water may be provided for excretory 
function of skin and lungs, and the 
intracellular compartment is not af- 
fected. lor postoperative intrave- 
nous infusion, hypotonic solutions, 
0.45 per cent NaCl, or better, 0.38 per 
cent NaCl plus 0.11 per cent NaH- 
COs are preferable to “isotonic” so- 
lutions commonly employed. 25 ref- 
erences. 7 figures. 

| Hypotonic solutions avoid intracellular 
water withdrawal. An excellent article. 


—Ep. | 


LIGATION OF THE INFERIOR VENA CAVA FOR THE PRE- 
VENTION OF PULMONARY EMBOLISM; A 
REPORT OF TWO CASES 


EUGENE A. Gastron and HuGH FoLsom 


Framingham, Mass. 
New England J. Med. 233:229-33, Aug. 21, 1945 


In the 2 cases reported, both pa- 
tients had had multiple pulmonary in- 
farctions; in | case the indication for 
ligation of the inferior vena cava was 
thrombosis arising in and confined to 
the veins of the pelvis; in the other 
the indication was iliac thrombosis 


arising by propagation from the ves- 
sels of the leg with possible or prob- 
able thrombosis in the veins of the op- 
posite leg. The postoperative treat- 
ment in these cases is described. The 
following procedures were found to 
be of special value: elastic bandages 
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for the feet, legs and thighs to aid in 
the prevention of shock due to the 
rapid withdrawal of edema fluid from 


the circulation; early use of oxygen; 
adequate plasma and whole blood 
transfusions. 18 references. 2 tables. 


SURGERY AND DIABETES MELLITUS 


L. H. McKim and A. F. Fow.er 
Montreal, Canada 


S. Clin. North America, Nationwide No.: 


In treating diabetics, the surgeon 
is interested in his patient’s physical 
condition rather than in the details 
of his diabetic condition. If the 
physician has the diabetes under prop- 
er control, the diabetes per se should 
not influence surgical procedure. Lab- 
oratory tests supply the physician at 
all times with chemical analyses en- 
abling him to control the diabetes so 
that the surgeon may proceed as in 
nondiabetic cases. It is emphasized 


that complicated methods of preop— 


erative and postoperative manage- 
ment of diabetics do not reduce oper- 
ative mortality. If the surgeon, phy- 
sidan and laboratory technicians co- 
operate efficiently there is no excuse 
for higher operative mortality in di- 
abetics. 


1027-32, Oct. 1945 


Simple measures are described for 
treatment of the patient on the day of 
operation in elective cases and for 
management of emergency operations 
in cases in which the diabetes is not 
under satisfactory control at the time 
of operation. In surgery of the lower 
extremities, the temperature of the 
limbs is the important factor in eval- 
uating risk of operation. The differ- 
ential diagnosis of abdominal pain in 
diabetics is discussed, and indications 
for the various types of anesthesia are 
listed. 

[In cases of diabetic gangrene the freez- 
ing technic offers a satisfactory procedure 
for amputation, and extensive and compli- 
cated methods for controlling diabetes are 
then less necessary.—Eb. | 


DICUMAROL IN THE PREVENTION OF THROMBOSIS AND 
PULMONARY EMBOLISM 


Cart ReicH, Mervin D. Yaur, Cart EGcers and Rurn LipKIN 
New York, N. Y. 
Surgery 18:238-43, Aug. 1945 


In an attempt to evaluate dicu- 
marol, the authors subjected a series 
of surgical patients to a prophylactic 
course of the drug for prevention of 
postoperative thrombosis and _ pul- 
monary embolus. The drug was 
started on the third to fourth post- 
operative day. No thrombotic phe- 
nomena or postoperative bleeding oc- 


curred in these cases. In typical cases 
of venous thrombosis and pulmonary 
embolism following operation, care- 
fully administered dicumarol yielded 
uniformly favorable results. The 
thrombophlebitis cleared up and none 
of the pulmonary emboli proved fatal. 
Otherwise 20 per cent of minor em- 
boli will result in death of the patient. 
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In acute pulmonary embolism, he- 
parin is given intravenously simul- 
taneous with oral administration of 
dicumarol. The authors conclude that 
dicumarol has real preventive value 


and is the drug of choice for the treat- 
ment of thrombotic phenomena. If 
administered carefully after pro- 
thrombin determination it is also a 
safe drug. 


PREOPERATIVE AND POSTOPERATIVE SEDATION 


WiiuiaM A. Weiss (Capt. M.C., 


S. Clin. North 


America, 


The various methods of adminis- 
tration and dosage of the following 
analgesics are described: morphine, 
pantopon, dilaudid and demerol. The 
administration of atropine sulfate with 
the initial dose of narcotic may reduce 
the incidence of laryngospasm and 
gastrointestinal motility. 
amine is used as an antispasmodic 
and to suppress 


Also scopol . 


secretions from mu- 
It is emphasized that 
the barbiturates may depress the re- 
spiratory center. Basal narcosis is not 
recommended except for the careful 
use of avertin in endoscopy in young 
children. The effect of preanesthetic 
and anesthetic drugs on the blood 
count and blood concentration is dis- 
cussed, as well as the preanesthetic 
procedures for inhalation anesthesia, 


cous membranes. 


“FARLY RISING,” 


A.U.S.) and Ltoyp H. Mouset (Major, 
A.U 
Nationwide No.:1057-71, 


M.C., 


D>.) 


Oct. 1945 
thoracic surgery, obstetrics, brain sur- 
gery, intravenous, spinal, local and 
regional block anesthesia. Caution is 
urged in premedication of patients 
who are expected to get up and return 
to their homes immediately following 
operation. Morphine must be used 
with great caution in shocked patients. 
In postoperative medication mor- 
phine is of great importance, but it 
may cause nausea and vomiting. For 
this reason codeine is preferable 
some cases. Measures for relief of gas 
pains, constipation, abdominal disten- 
tion, pulmonary complications and 
postspinal headaches are discussed. 

| Pavatrine 2 gr. with phenobarbital 14 
gr. three times a day, supplemented by 
sodium luminal 2 gr. by hypodermic, will 
in the average laparotomy prevent or relieve 
usual postoperative complications.—Ep. | 


FOLLOWING MAJOR 


SURGICAL OPERATIONS 


PauL W. 


SCHAFER and LEsTerR R. 


DRAGSTEDT 


University of Chicago Medical School, Chicago, II. 


Surg., Gynec. 

Early rising following major sur- 
gical operations of various types has 
been carried out with 102 patients on 
a general surgical service. The rou- 
tine employed includes having the 
patient out of bed for a time on the 
second postoperative day, early and 


& Obst. 


81:93-97, July 1945 

increasing ambulation, and coughing 
and breathing exercises. The general 
management of these patients and the 
surgical technics employed were not 
altered. Chromic catgut was em- 
ployed for suture of the peritoneum 
and the fascia in abdominal opera- 
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tions. Early rising has been found to 
result in avoidance of postoperative 
asthenia, increased self-care by pa- 
tients, shorter period of hospitaliza- 
tion and earlier rehabilitation. Post- 
operative fever has been of lower de- 
gree and shorter duration than in pa- 
tients confined to bed in 4 other gen- 
eral surgical divisions. This is_at- 
tributed by the authors to the ob- 
served improvement in_ respiration. 


NITROGEN BALANCE 


STUDIES 


No significant pulmonary complica- 
tions occurred in this series of 102 
cases. There were only 2 postopera- 
tive deaths and 2 late herniations, 
none of which could be attributed to 
the early rising, as the same compli- 
cations occur in similar cases when 
early rising has not been carried out. 
4 references. 1 table. 5 graphs. 

| An excellent article. Many surgeons 
prefer nonabsorbable sutures.—Eb. | 


ON SURGICAL PATIENTS 


RECEIVING AMINO ACIDS: OBSERVATIONS ON PA- 
TIENTS WITH OBSTRUCTING LESIONS OF THE 


FSOPHAGUS AND 


STOMACH RECEIVING 


AMINO ACIDS BY PARENTERAL IN- 
JECTIONS AS THE EXCLUSIVE 
SOURCE OF PROTEIN 
Donato D. Kozo_t, Witt1aAm S. HoFFMAN and Kari A. MEYER 


Chicago, Il. 
Arch. Surg. 51:59-68, July-Aug. 1945 


In 13 of 14 patients receiving 
parenteral injections of parenamine or 
Cutter’s amino acids a positive nitro- 
gen balance was obtained. The 
amount required for this purpose va- 
ried from 60 to 90 gm. daily. Occa- 
sionallyi:doses of 120 gm. yielded 
larger positive balances. In 4 cases 
the serum protein rose during treat- 
ment, in 2 cases it remained station- 
ary and in 8 cases it fell, The serum 
albumin rose in 6 cases and fell in 8 
cases. 

Among the factors responsible for 
failure of a rise in serum protein in 
response to a positive nitrogen bal- 
ance, the authors mention hemodilu- 
tion, insufficiently long period of posi- 
tive nitrogen balance, utilization of 
nitrogen by cancer metastases and dis- 
turbance of the bodily albumin-syn- 
thesizing mechanism by hepatic cancer 
metastases or severe protein deficien- 


cy of the liver. Amino acid injections 
should be supplemented by adequate 
supply of carbohydrates, minerals and 
vitamins, the minimal carbohydrate 
intake per day being 300 gm. Amino 
acid injections will be only partially 
successful in cases with extremely 
high nitrogen loss. Clinically the pa- 
renteral administration of amino 
acids may be supplemented by oral, 
intragastric or transgastric administra- 
tion of protein and amino acids and 
transfusions of whole blood. 
REFERENCES TO CURRENT ARTICLES 
Thrombo-Embolism. Editorial. Brit. M. 
J. 2:50-51, July 14, 1945. From a re- 
view of recent literature, the writer con- 
cludes that the incidence of postoperative 
thrombo-embolism can be reduced by a 
studied postoperative regime, that care- 
ful daily examinations should be made of 
adult patients after operation for signs 
of thrombosis in leg and foot; that the 
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methods of preventing the complica- 
tion of embolism are increasing in num- 
ber and effectiveness. Routine postoper- 
ative use of anticoagulants is “not likely” 
to be adopted at present, but the value 
of dicumarol therapy for the prevention 
of embolism, or of extension of throm- 
hosis after thrombosis has occurred, ap- 
appears to be established. [Recent ex- 
periences show a reduction in thrombo- 
embolism by early ambulation and bath- 
room privileges. “The 
thetic seems to play a smaller part than 
the choice of the anesthetist.—Ep. | 

stoperative Chest Complications; Con- 
trolled Study in Hernia and Meniscec- 
tomy Operations. F. R. Gusterson 
(Flight - Lieutenant, R.A.F.). Lancet 
2:431-32, Oct. 6, 1945. A study of the 


incidence of postoperative chest compli- 


choice of anes- 


cations in 100 herniorrhaphies and 100 


meniscectomies is reported. In these 


cases if a temperature of 100° F. was 
noted, the patient’s chest was examined 
In the 100 
meniscectomy cases, there were no post- 
operative temperatures above 101° F., 
and no major chest complications. In 
the herniorrhaphies, there were 15 
cases of major chest complications, 8 
after operation under ether, and 7 after 
operation under gas-oxygen. The use of 


and usually radiographed. 


ether in this series did not increase the 
incidence of chest complications; only a 
light level of ether anesthesia was main- 
tained, employing the Oxford vaporizer. 
5 references. 2 tables. 

rly Ambulation after Operation. 
D. McClure. 


Roy 
Am. J. Surg. 70:1-3, 


The 


Oct. 1945. A brief review of: the de- 
velopment of the theory of early am- 
bulation following surgical procedures, 
with emphasis on the work of Daniel 
J. Leithauser in his series of 1,300 pa- 
tients subjected to more than 30) differ- 
ent surgical procedures. There were 
only 3 deaths in the series and the re- 
sults of early ambulation were generally 
excellent. His motion picture film clear- 
ly demonstrates the advantages to be 
gained. He warns against the use of 
long vertical incisions and against re- 
liance on absorbable sutures, recom- 
mending transverse or short vertical in- 
cisions and nonabsorbable sutures. [A 
most excellent and timely article. The 
use of transverse incisions preserving 
muscle planes, plus nonabsorbable inter- 
rupted sutures, and early ambulation, is 
a modern surgical trend of great value. 


-Ep. | 


Protein Requirements of Surgical 
Patients During the Postoperative Per- 
iod. Cecilia Riegel, C. E. Koop, R. P. 
Grigger, J. E. Rhoads and L. Bullitt, 
Philadelphia, Pa. S. Clin. North Amer- 
ica, Nationwide No.:1096-1105, Oct. 
1945. The authors claim that a pro- 
tein intake equivalent to at least (0.30 
gram of nitrogen per kilogram of body 
weight per day, accompanied by a cal- 
oric intake of at least 30 calories per 
kilogram per day, is required in the im- 
mediate postoperative period to maintain 
nitrogen equilibrium. If parenteral feed- 
ing is employed even larger amounts of 
nitrogen will be required. 


3. Surgical Technic 
BRIEF COMMUNICATION: ABSORBABLE SPONGE TESTS 


RAFFAELE Lavrres and V. KNEELAND FRANTZ 
New York, N. Y. 
Ann. Surg. 121:894-96, June 1945 


After a study of the various tissue 


laboratory animals it soon became evi- 
reactions to absorbable gauze and to dent that there was a need for a 


other absorbable sponges in larger simple standard test of these materi- 
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als in smaller, less expensive animals. 
In tests on more than 100 white rats, 
a method previously used for the 
study of transplantable animal tumors 
was found fairly rapid, cheap and sat- 
isfactory. Following intraperitoneal] 
nembutal anesthesia, the whole back 
is shaved and painted with 4.5 per 
cent iodine and a transverse incision 
2 cm. long is made with scissors in the 
interscapular region. A tunnel is then 
made by holding up the distal skin 
edge with forceps, introducing a 
clamp in the midline and pushing it 
toward the sacral region where it 1s 
opened to spread the lax subcutane- 
ous tissue. The skin edge should not 
be touched and 1s held up so that the 


METALLIC FOREIGN BODIES 


mouth of the wound is wide open en- 
abling the introduction of a glass 
tube (7 mm. caliber) containing the 
sample to be tested. A glass rod (4 
mm.) is then run through the tube 
and the pledget extruded into the tis- 
sues. The wound is closed with 2 
Michel clips. Thus the final site of 
implantation is 5 or 6 cm. from the 
skin wound. Autopsy can be per- 
formed on the chosen day. The size 
of the trial pledget is a matter of 
choice. Relative times of absorption 
of different materials can thus be 
roughly estimated. Any product re- 
leased for clinical investigation should 
first be thoroughly studied in various 
tissues of larger animals. 


AND THE ELECTRO- 


MAGNETIC LOCATOR 


Joun J. MooreHEAp 
New York Post-Graduate Hospital, New York, N. Y. 
Am. J. Surg. 69:306-17, Sept. 1945 


The electromagnetic device em- 
ployed for the location of foreign 
bodies was first used in 1941; since 
that time many improvements have 
been made. In appearance and action 
it resembles a portable radio. The es- 
sential parts of the device are: a 
search probe (2 different sizes for the 
present model); an instrument board 
with several knobs for circuit adjust- 
ment and a dial indicator to register 
the approach of the probe to the for- 
eign body; and a built-in amplifier 
of very high sensitivity with a small 
loud-speaker to supplement the visual 
indications of the dial by sound. A 
red panel light indicates when the 
plug-in wire is connected and the 
ground wire attached. The apparatus 
can be used whenever electric current 
is available; the present model oper- 


ates on A.C. (100 volts) only, but 
special models can be made for D.C., 
storage batteries or dry batteries. The 
electromagnetic locator is very sensi- 
tive to the magnetic metals, iron and 
steel: a mass of such metal 4% mm. in 
diameter is detected at a distance of 
2 mm.; a common sewing needle ( full 
length) at about 1% inches. The 
sensitivity for nonmagnetic metals 
such as copper, aluminum, lead, 
brass, is relatively slight: a .45 caliber 
lead bullet is detected at from about 
4 to 4% inch. Improvements in the 
detection of nonmagnetic metals are 
being made and some laboratory 
models, not yet available for clinical 
use, show higher sensitivity for such 
metals. 

In using this locator, the probe 1s 
passed over the suspected region, and 
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the point at which the maximum re- 
sponse is obtained is marked on the 
skin. The usual method of surface 
localization is to move the probe suc- 
cessively from two directions at right 
angles, marking lines to indicate the 
position of the two “peak” responses. 
The axial alignment of a foreign body 
such as a needle may be indicated by 
rotating the probe over the marked 
spot, as a greater response is obtained 
when the probe is parallel to the me- 
tallic body than when it is at right 
angles to it. 

For estimating the subsurface 
depth of the foreign body, the most 
accurate method is to use a metal 
sample that matches the foreign body 
as closely as possible as indicated by 
the x-ray film. Note the maximum 
reading over the marked spot on the 
skin, and approach the metal sample, 
held in the hand, to the probe until 
ihis same meter reading is obtained. 
The distance between the sample and 
the probe at this reading indicates the 
distance of the foreign body from the 
surface. 

No attempt to remove a foreign 
body should be made in the presence 
of infection, unless the foreign body 
is the source of the infection. The 
preliminary roentgenologic examina- 
tion for visualization of the foreign 
body should be made as closely as 
possible to the time of operation, the 
area involved should be immobilized 


in the preoperative period, and the 
patient placed on the operating table 
in the same position as for the x-ray 
examination. The surface location of 
the foreign body is determined before 
the preoperative cleansing is done. 
The author prefers pentothal anes- 
thesia, supplemented if necessary by 
inhalation anesthesia, for operations 
for removal of foreign bodies; local 
anesthesia may be used for small, 
easily delimited areas. The incision, 
preferably a curved incision, is cen- 
tered over the previously marked sur- 
face spot determined with the locator. 
The extent of the initial exposure de- 
pends on the size and the site of the 
foreign body; in order to avoid the 
use of metal clamps, the drapes are 
fastened to the skin by sutures, leav- 
ing the ends of some long enough to 
act as retractors. The locator probe, 
covered with a sterile rubber protec- 
tor, is introduced into the wound and 
moved about until the dial and sound 
registration of the instrument indicate 
the direction in which further dissec- 
tion is to proceed to reach and extract 
the foreign body. The field should 
be kept as dry as possible; for this 
purpose a suction apparatus may be 
used in a cavernous region. This 
method has proved of special value in 
locating foreign bodies where such 
localization has always been difficult, 
especially in the eye, the heart and 
the lung. 11 references. 11 figures. 


BIOLOGIC INVESTIGATIONS OF A NEW 
ABSORBABLE SPONGE 
Joun T. Correvit, Hazev R. Prentice and E. C. Wise 


Kalamazoo, Mich. 
Surg., Gynec. & Obst. 81:585-89, Nov. 1945 


Studies on fibrin foam and oxi- 
dized cellulose have suggested that 
a material with the properties of a 


sponge that could be absorbed by the 
animal body might be of use in gener- 
al surgery. In a preliminary paper 
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the authors announced the prepara- 
tion of a water-insoluble, gelatin-base 
sponge which fulfilled the require- 
ments of an absorbable matrix. In the 
present paper they report the details 
of investigations pertaining to the bi- 
ologic uses of and tissue responses to 
this new substance. Gelatin sponges 
were soaked in penicillin solution and 
inserted in wounds. These absorbed 
as readily as other gelatin sponge 1m- 


plants, with similar physiologic re- 
sponses. Thrombin-damp gelatin im- 
plants were absorbed by the thirtieth 
postoperative day as illustrated by the 
histologic data. There appeared to be 
no tendency for this material to en- 
capsulate. No tissue reaction was ob- 
served. The cellular reactions became 
maximal in 10 to 25 days and then 
receded. 


HUMAN FIBRIN FOAM WITH THROMBIN AS A HEMO- 
STATIC AGENT IN GENERAL SURGERY: EXPERI- 
MENTAL STUDIES AND CLINICAL USE 


Orvitce T. Barvey, Franc D. INGRAHAM, Orvar SWENSON, JOHN J. Lowrey, 


Boston, Mass. and EpGar A. Berine, Jr. (Lt., U.S.N.R.) 
Surgery 18:347-69, Sept. 1945 


After experimental studies showed 
that fibrin foam with thrombin ts an 
effective absorbable hemostatic agent 
in the liver, peritoneal cavity, abdom- 
inal wall, kidney, and lung, a clinical 
evaluation of fibrin foam with throm- 
bin as an absorbable hemostatic agent 
in general surgery was carried out in 
240 patients. Fibrin foam was found 
effective in controlling oozing sur- 
faces and venous bleeding including 
wounds of patients with hemophilia. 
Careful control of bleeding by dis- 
section and adequate suture are still 
needed. The use of fibrin foam is 
indicated when an absorbable hemo- 
static agent is needed to prevent in- 
jury. of vital structures or to control 
persistent oozing which is not easily 
stopped by conventional methods, as 
in tumor beds and the cut surface of 
parenchymatous organs. 


REFERENCES TO CURRENT ARTICLES 


Improved Needle Holder. Levon A. 
Akopiantz, New York, N. Y. Am. J. 
Surg. 7():128-30, Oct. 1945. An im- 

proved needle holder permits the use of 





all the fingers of the hand operating the 
instrument, and gives better control and 
greater stability, increased driving force, 
a lengthening of the holder at the dis- 
cretion of the operator, and facility in 
the release of the locking system. 


Apparatus for Treating Bed-Sores. J. F. 
Neil (Capt., R.A.M.C.). Brit. M. J. 
2:390, Sept. 22, 1945. An apparatus is 
described for suspending a patient who 
has bed sores, and whose position can- 
not be changed frequently. A Kirschner 
wire with the usual stirrup is put 
through each superior iliac spine under 
local anesthesia; both legs are put on 
well-padded Kirschner back-splints. The 
patient is then suspended from a Balkan 
frame by counter-weighted cords, pass- 
ing from the 2 stirrups and the 2 splints 
over pulleys. ‘The head and shoulders 
rest on an air cushion. Six weeks is about 
the maximum time that a patient can 
be kept in this position as a rule, but | 
patient has been treated for 8 weeks with 
good results. 1 figure. [Mr. Dooley 
said, “It does not make any difference 
whether you have a Christian Scientist 
or a doctor, if you have a good nurse.” 
This goes for the prevention and care 


of bed sores.—Ep. | 
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4. Surgical Infections 


THE VALUE OF ANTITOXIN 


IN THE PREVENTION AND 


TREATMENT OF MALIGNANT EDEMA AND GAS 
GANGRENE: A REVIEW OF OBSERVATIONS 
Ivan C. Hate 
New York, N. Y. 

Ann. Surg. 122:197-209, Aug. 1945 


Following a general review of the 
subject, the author concludes that 
when prompt adequate surgery is pos- 
sible, anaerobic infection may be pre- 
vented by this method alone, but the 
prophylactic use of sera or drugs, or 
both, may render both early and de- 
layed surgery more secure, or permit 
primary closure of a wound which 
would otherwise have to be kept open. 
Sera and drugs cannot be regarded as 
a substitute for surgery. The impor- 
tance of thorough training of bacteri- 
ologists in the technics of isolating 
and identifying the bacteria, especial- 
ly the anaerobic bacilli occurring in 
the mixed infections of malignant 
edema and gas gangrene, is stressed. 
Under catastrophic conditions, prompt 


surgery is usually impossible. In this 
event, the injection of pentavalent gas 
gangrene antitoxin and tetanus anti- 
toxin may permit effective delayed 
surgery and save lives and_ limbs. 
Warning of the possibility of anaphy- 
lactic shock in patients with asthma 
or other hypersensibilities is given. 
The use of chemotherapy may pre- 
vent infection. Statistical studies on 
war wounds should permit an evalua- 
tion of the prophylactic value of lo- 
cal or systemic administration of both 
antitoxic sera and drugs. 


[As Dr. Hall has said in 


communication, prompt surgery must not 


a personal 


wait on laboratory diagnosis. One must 
not rely on sera and drugs but must em- 
ploy them with judgment.-——Ep. | 


TOXIN AND ANTITOXIN STUDIES OF GAS- 
GANGRENE IN MAN 
J. R. MacLennan (Major, R.A.M.C.) and R. G. Macrarcanp ( Major, 
R.A.M.C.) 
Lancet 2:301-305, Sept. 8, 1945 


It has been found possible to make 
sufficiently reliable titrations of C7. 
welchii alpha-toxin and its corre- 
sponding antitoxin for observations 
in the field by the lecitho-vitellin re- 
action. But neither the lecitho-vitel- 
lin nor the hyaluronidase tests have 
proved satisfactory as diagnostic pro- 
cedures in early gas gangrene. In 27 


cases of gas gangrene, free alpha- 
toxin has been detected in 4 instances, 
but in only | of these during life. In 
9 cases an excess of antitoxin was 
demonstrated in the blood for periods 
up to 92 hours before death, but did 
not prevent the fatal termination. In 
all these cases the surgeon was unable 
to remove all the affected muscle tis- 
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sue at the time of operation, and the 
evidence indicated that the local dis- 
ease extended during the period of 
serum therapy. The possibility is sug- 


gested that the profound toxemia of 
gas gangrene is not due solely or even 
primarily to alpha-toxin. 5 references. 
2 tables. 


ACTINOMYCOSIS 
A. D. AuUsPAUGH 
Oklahoma City, Okla. 


J. Oklahoma M. A, 


Following a review of etiology, 
anatomical distribution and prognosis, 
the author discusses the treatment of 
actinomycosis including radical sur- 
gery, roentgenotherapy, iodides, cop- 
per sulfate, colloidal gold, autogenous 
vaccine, nonspecific protein therapy, 
thymol by mouth and locally, and in- 
sulin and intravenous glucose in an 
attempt to elevate the basal metabolic 
rate. Review of recent literature 
reveals an increase in the use of sul- 
fonamides in the treatment of actin- 
omycosis with fairly good results. 
Treatment must be continued over a 
long period of time. Cases which do 
not respond to sulfonamides often 


38:368-70, Sept. 1945 


are improved by iodine therapy and 
vice versa. 

An illustrative case in a white male 
of 18 years is described. After repeat- 
ed incision along the level of the 
twelfth rib posteriorly a moderate 
amount of translucent fluid was ob- 
tained. After temporary improve- 
ment the patient died in spite of trans- 
fusions, sulfadiazine and general sup- 
portive treatment. Autopsy revealed 
generalized actinomycosis involving 
skin, twelfth rib, liver, parapancreatic 
lymph nodes, lungs, spleen and right 
kidney. 

|Recently the antibiotics have been used 
with some success.—Ep. | 


THE OCCURRENCE OF BACILLUS HISTOLYTICUS IN ACCI- 
DENTAL WOUNDS WITHOUT RECOGNIZED 
SPECIFIC INFECTION 
Ivan C. HALL 
New York, N. Y. 

Surgery 18:369-77, Sept. 1945 


The B. histolyticus was demon- 
strated in cultures from débrided tis- 
sues in 17 civil wounds, including 7 
compound fractures, 5 lacerations, 3 
gunshot wounds, and 2 burns. This ts 
believed to be the first finding of B. 
histolyticus in connection with burns. 
Only 1 case of compound fracture 
with gaseous gangrene caused by B. 
perfringens and other bacteria proved 
fatal. In patients who recovered, the 


peculiar lesions of infection by B. his- 
tolyticus were not recognized. 

B. histolyticus was observed in an 
infected wound in | case of compound 
fracture of the leg as late as the 
twenty-fifth day, when the leg had to 
be amputated. In a case of multiple 
pistol shot wounds the organism was 
present to the thirty-seventh day. The 
organism may persist in a mixed in- 
fection for 25 to 37 days without giv- 
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ing any clinical evidence of its pres- 
ence. The relatively rare demonstra- 
tion of this organism in accidental 


wounds is probably due to the fact 


that it is so easily overlooked. Twelve 
cases are reported in detail. 


ESTABLISHED SURGICAL INFECTIONS: TREATMENT WITH 
UREA-SULFANILAMIDE MIXTURE 


CHESTER W. 
R. Neary, 


In 60 cases of mostly chronic 
surgical infections the response to lo- 
cal treatment with a urea-sulfanila- 
mide mixture was satisfactory in the 
majority of cases. In many of the 
latter sulfonamide alone had failed. 
Following the use of this mixture 
there occurred a progressive, occa- 
sionally rapid reduction of bacteria 
in the wounds. A local chemothera- 
peutic effect was observed in cases of 
suppurative peritonitis in which the 
mixture was applied intraperitoneally. 


A CLINICAL STUDY OF 


Brown, Lesytize A. McC.iintrock, Worcester, 
Newark, N. J. 
Am. J. Surg. 70:4-12, Oct. 


TETANUS: AN 
HUNDRED TWENTY-ONE CASES OF 


Mass. and Epwarp 


1945 


There was no evidence of local or sys- 
temic toxic effect. Sterile urea-sulfa- 
nilamide was found of value as a local 
therapeutic agent in septic wounds. 
In necrotic lesions, this mixture causes 
a rapid disappearance of slough. 
It has a very marked antibacterial ac- 
tion, even in cases with abundant 
purulent exudate and devitalized tis- 
sue, and is nontoxic. 

sue, and is nontoxic. Three tables are 
omitted but appear in the reprint. 2 
figures. 


ANALYSIS OF ONE 


TETANUS 


C. N. GEssLeR 


Nashville, 
38:363-65, 


J. Tennessee M. A. 


In a series of 121 cases of tetanus 
from 4 hospitals, an attempt was 
made to determine the factors influ- 
encing prognosis and to evaluate types 
of treatment. The mortality rate was 
53.7 per cent. Although generally a 
short incubation period indicates a 
poor prognosis this criterion cannot 
be used for prognosis in the individual 
case. More patients in this series de- 
veloped tetanus when attempts were 
made at prophylaxis than when no 
prophylactic injection was given. In- 
tramuscular or intravenous antitoxin 
was administered to most of the pa- 
tients in this series; those recovering 


Tenn. 

Nov. 1945 

received slightly smaller doses than 
those who died. Seventeen patients 
received intrathecal injections of an- 
titoxin. Of these 11 died. The same 
percentage of recovery was noted in 
patients receiving local injections of 
antitoxin about the site of infection. 
Of 4 cases receiving intravenous or 
intramuscular injections of | per cent 
oorsagg in conjunction with the anti- 
toxin, 2 died and 2 recovered. 

These findings suggest that intra- 
venous or intramuscular injection 1s 
preferable to other routes, with an 
adequate dose of 25,000 units for the 
average case. Immediate débride- 
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ment and local injection at the site of 
infection are not of primary impor- 
tance. Tetanus toxoid for active im- 
munization may be begun a few days 
after the initial injection of a surplus 
of tetanus antitoxin. Adequate seda- 
tion with sodium amytal or avertin 


from the beginning of the disease is 
recommended. 


[Thorough wound treatment is a prime 
necessity. Inadequate wound débridement, 
even with more than adequate serum treat- 
ment, will hinder or prevent recovery.— 


Ep. | 


THE RELATIVE EFFICACY OF PENCILLIN, TYROTHRICIN, 
STREPTOTHRICIN AND SULFATHIAZOLE ON 
HEMOLYTIC STREPTOCOCCUS IN 
WOUNDS OF RABBITS 


Erwin Never, Rocer S$. Hupparp and THomas G. LAMBERTI 


Buffalo, N. Y. 
Am. J. Surg. 69:204-207, Aug. 1945 


In artificial wounds of rabbits in- 
fected with a strain of group A beta 
hemolytic streptococcus, streptothri- 
cin, tyrothricin and penicillin de- 
creased the number of streptococci. 
Tyrothricin and streptothricin were 
more effective than 100 times the 
amount of sulfathiazole. Penicillin 
in amounts of 2.5 to 5 units was in- 
effective, but 50 to 5,000 units re- 
duced the number of hemolytic strep- 
tococci in the wounds. Evidently all 
of the antibiotic substances have their 
limitations and only by careful con- 
sideration of the infectious disease 


and the micro-organisms present as 
well as the special properties of the 
various antibiotics can the best com- 
pound for treatment in individual in- 
stances be selected. It is clear from 
the observations presented in this re- 
port that the antibiotics penicillin, 
tyrothricin and streptothricin are defi- 
nitely superior to sulfathiazole for in- 
fections of this type. 

[Sulfathiazole has been effective mainly 
against certain strains of staphylococcus in- 
fection. Gramicidin (Rebas) cleared a 
staphylococcus infection which both im vitro 


and im vivo did not respond to sulfathia- 
zole.—Ep. | 


SECONDARY INFECTION OF WOUNDS 


Guy A. CALDWELL 
New Orleans, La. 
Ann. Surg. 122:641-51, Oct. 1945 


A study of recent statistics on wound 
infection indicates that pathogenic or- 
ganisms can usually be eliminated by 
the body’s defense mechanisms, plus 
proper surgical débridement. In 10 to 
25 per cent of cases the offending bac- 
teria persist, causing severe or minor 
infections. In 20 to 50 per cent of 
cases such complications are caused 


by new invaders. It is estimated that 
at least half of serious persisting 
wound infections are due to secondary 
invasion. To prevent this, the author 
recommends a massive sterile dress- 
ing applied with pressure, covered 
with sterile impermeable material 
and immobilization in a splint for 
transportation. The usual sedatives, 
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fluid replacement and tetanus prophy- 
laxis must be observed. The problems 
of débridement and time for closure 
are discussed with recommendation of 
immediate postoperative systemic ad- 
ministration of sulfa drugs or penicil- 
lin. Special attention should be di- 
rected to the general condition of the 
patient for the next week, and closed 
wounds need not be dressed again un- 
til healed. Open wounds are closed 
secondarily 5 to 10 days after opera- 
tion, with a second débridement if 
necessary. All dressings should be 
done in the operating room with spe- 


cial care to prevent secondary invasion 
of bacteria. The dressing technic is de- 
scribed, as well as the procedure for 
secondary closure and treatment of 
eventual chronic osteomyelitis. Two 
cases are described to illustrate the ad- 
vantages of this procedure. 


[It is an interesting fact that an analy- 
sis of a goodly number of compound frac- 
ture cases treated by one of the Editors by 
a meticulous surgical treatment without 
sulfa drugs showed better results than a 
similar series who had the benefit (7) of 
sulfa therapy. This is a debatable and de- 
bated subject.—Eb. | 


A CASE OF LOCAL TETANUS 
FRANK A. Evxiorr (Major, R.A.M.C.) 
Brit. M. J. 2:353-54, Sept. 15, 1945 


\ case of tetanus 1s reported in a 
man wounded in the chest, left 
shoulder, abdomen and anterior as- 
pect of the right thigh. He was given 
1,500 units of antitetanus serum with 
in 12 hours and wounds were débrid- 
ed within 24 hours. All wounds 
healed, but 3 weeks after discharge 
from the hospital, he noted pain and 
stiffness in the right hip, which be 
came worse. QOn examination, the 
right hip was held in semiflexion, and 
the muscles above the knee were tense 
and could not be made to relax. A 
small metal foreign body lying in the 
inner side of the right femur was 
shown by radiography. The contrac 
tion of the muscles persisted under 
anesthesia. On a diagnosis of local 
tetanus, antitetanus serum was given, 
a total of 380,000 units in 7 days. 
The foreign body was removed on 
the fourth day. Culture of this for- 
eign body showed Cl. tetani and Cl. 
welchii. Penicillin was given after op- 
eration. No general symptoms of tet 


anus developed and the patient made 

a good recovery. 3 references. 
[Is there such a thing as an innocuous 

foreign body? —Ep. | 

REFERENCES TO CURRENT ARTICLES 

Bactericidal Effect of Mixtures of Ethyl 
Alcohol and Water; with Special Ref- 
erence to Sterilization of the Skin and 
a Note on the Comparable Effects of 
Ether. G. T. L. Archer (Lt. Col., 
R.A.M.C.). Brit. M. J. 2:148-51, 
Aug. 4, 1945. Experiments are reported 
in which it was found that on a dry sur- 
face the effective range of strengths of 
alcohol for killing nonsporing bacteria 
is between 50 and 90 per cent, 100 per 
cent being much less effective. On the 
normal skin, which is more or less moist, 
100 per cent strength of alcohol is com- 
monly effective on moister skins and 
under tropical conditions. For general 
use under all climatic conditions, the 
author recommends 8() per cent of al- 
cohol by volume for skin sterilization, 
although this is not effective for deal- 
ing with deep-lying flora. Ether when 
applied to a surface is ineffective against 
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staphylococci and streptococci; therefore 
it is not suitable for skin sterilization, al- 
though it is effective against bacillary 
forms (both gram-negative and _posi- 
tive ). 

Postoperative Infections. W. A. Alte- 
meier, Cincinnati, Ohio. S. Clin. North 
America, Nationwide No.: 1202-28, 
Oct. 1945. General considerations in- 
clude a discussion of the role played by 
bacteria and conditions favoring their 
propagation and the physical condition 
of the patient. “The determination of the 
site of infection, the responsible bacteria, 
the contributing causes and the stage 
of the process suggest the type of sur- 
gical therapy indicated and the effec- 
tive type or types of chemotherapeutic 
agent. The prevention and treatment of 
the following postoperative infections 
are discussed: I. Infections of the wound 
or contiguous structures: (a) staphyl- 
ococeal, (b) streptococcal, (c) gram- 
negative bacillary, (d) mixed or syner- 
gistic, (e) tetanus, (f) gas gangrene, 
(g) tuberculous, (h) actinomycotic and 
(i) diphtheritic. II. Remote infections: 
(a) postoperative parotitis and (b) de- 
cubitus. 

An Experimental Evaluation of American 
Commercial Bivalent and Pentavalent 
Gas Gangrene Antitoxins. Ivan C. 
Hall, New York, N. Y. Surg., Gynec. 
& Obst. 81:487-99, Nov. 1945. Five 
of the 7 brands of gas gangrene anti- 
toxin gave complete prophylactic pro- 
tection against | cc. of this toxin in doses 
of 0.01 cc. or larger; all 5 failed in a 
dose of 0.001 cc. The pentavalent se- 


rum showed not only prophylactic but 
marked therapeutic action in guinea pigs 
against infections with a virulent cul- 
ture of Bacillus perfringens. The pro- 
phylactic value of 7 American gas gan- 
grene antitoxins against the anaerobic 
infections for which they were intended 
is not questioned. ‘The principal value 
of gas gangrene antitoxin is to prevent 
or delay anaerobic infections until ade- 
quate surgery can be secured. It also 
has some therapeutic value as an adjunct 
to surgery in the treatment of malig- 
nant edema and gaseous gangrene in 
man. 

Inactivation of Penicillin by Various Gram 
Negative Bacteria. W. A. Altemeier, 
Cincinnati, Ohio. Surg., Gynec. & Obst. 
81:379-83, Oct. 1945. Although many 
gram-negative bacilli are resistant to 
penicillin in concentrations up to 20 
units per cc., concentrations up to 2,000 
to 5,000 units per cc. inhibit their rate 
and growth. Bacillus alkaligenes feca- 
lis was very sensitive to penicillin. The 
degree of inactivation varied with the 
different types of bacteria and also with 
different strains of the same type. Re- 
moval of devitalized tissue and purulent 
exudate followed by the topical applica- 
tion of higher concentrations of penicil- 
lin up to 1,000 or 2,000 units per ce. 
at intervals of 8 hours or less will mini- 
mize the gram-negative bacterial inac- 
tivation of penicillin. [Sir Alexander 
Fleming in a personal communication to 
one of the Editors said that penicillin has 
no therapeutic effect on gram-negative 
organisms.—Ep. | 
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5. Tumors 


DISARTICULATION OF THE INNOMINATE BONE FOR MA- 
LIGNANT TUMORS OF THE PELVIC PARIETES 
AND UPPER THIGH 


Everetrr D. SUGARBAKER and LAUREN V. ACKERMAN 


Fllis Fischel State Cancer 
Surg., Gynec. & Obst. 


In a review of the literature the 
authors find that in 50 years 99 cases, 
including their own 6 cases, have been 
reported in which transection through 
or above the innominate bone has 
been done in sarcomas of the pelvic 
parietes or of the thigh. The opera- 
tive mortality was 28 per cent, but it 
was 56 per cent in the first 40 years of 
the period, and 14 per cent during the 
last 10 years. This reduction in op- 
erative mortality is attributed to the 
recent developments in the treatment 
of shock, which has been the chief 
complication of the operation. Fol- 
low-up studies show that 45 patients 
have survived operation for 1 to 5 
or more years: 21 have remained clin- 
ically well, and 24 have died of their 
disease. Eight of these patients de- 
veloped recurrences in the stump; in 
4 of the 8 cases the innominate bone 
was not completely removed, al- 
though it represented the site of in- 
volvement in 3 of these 4 cases. In 
6 of the 8 cases, the tumors were 
chondromatous tumors of bone, and 
in 2 spindle cell tumors of the soft 
parts. In the 6 cases reported by the 
authors all but | of the patients were 
over 50) years of age, and 3 were over 
60 years of age—68, 68 and 72 years, 
respectively. One of these patients, 
68 years of age at the time of opera- 
tion, is living and well 2 years after 
operation. In the 93 cases reported by 


Hospital, Columbia, Mo. 
81:36-52, July 1945 


others only 11 were over 50 years of 
age and only 2 were over 60 years. 
Only 1 of these 2 patients over 60 
years of age survived operation. 

In the authors’ 6 cases, at least a 
removal of the entire innominate bone 
was done. There were 2 postopera- 
tive deaths, | from shock and | from 
pulmonary embolus. Of the 4 pa- 
tients surviving operation, | is known 
to be living and well 2 years after 
operation (as noted above), and | 
died within a year with evidence of 
pulmonary metastases. On the basis 
of the results obtained in these cases 
and in those reported in the literature, 
the authors conclude that the best re- 
sults with this operation are obtained 
in benign tumors such as neurofibro- 
mas, benign giant cell tumors, giant 
osteochondromas and_ chondromas. 
The next most favorable results are 
obtained in chondro-sarcomas, espe- 
cially in those arising peripherally, 
usually from cartilaginous exostoses. 
Operation is also indicated for well- 
differentiated soft tissue sarcomas of 
long duration, although the prog- 
nosis is less favorable. Operation 1s 
definitely indicated in osteogenic sar- 
comas forming large amounts of adult 
cartilage. With osteolytic osteogenic 
sarcomas and very undifferentiated 
soft tissue sarcomas, the salvage will 
be low, but operation should not be 
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refused. Ewing’s sarcomas, plasma 
cell myelomas and metastatic tumors 
(if recognized as such) probably 


should not be subjected to the opera- 


tion as a rule. 32 references. 27 fig- 
ures. 


HODGKIN’S DISEASE; INVOLVEMENT OF CERTAIN 
OTHER ORGANS 
HENRY JACKSON, JR. and FREpDERIC PaRKER, JR. 


Boston, Mass. 
New England |. Med. 233:369-76, Sept. 27, 1945 


A previous article discussed the in- 
volvement of the hilar nodes, lungs, 
gastrointestinal tract, bones and skin 
by Hodgkin’s disease. The involve- 
ment of other organs is discussed in 
this paper. In Hodgkin’s paragranu- 
loma the peripheral lymph nodes, 
especially those of the neck, are char- 
acteristically involved; in Hodgkin’s 
granuloma peripheral lymph node in- 
volvement is usual, but in Hodgkin’s 
sarcoma it is not as frequent especially 
as an initial symptom. The tonsils and 
nasopharynx are not involved in 
Hodgkin’s paragranuloma, rarely in 
Hodgkin’s granuloma, more fre- 
quently in Hodgkin’s sarcoma (in 11 
per cent of the authors’ cases). En- 
largement of the liver and spleen oc- 
curs in all three types of Hodgkin’s 


disease, the spleen being enlarged 
most frequently in Hodgkin’s granu- 
loma. Involvement of the serous 
cavities does not occur in Hodgkin’s 
paragranuloma; pleurisy with effusion 
is frequent in Hodgkin’s granuloma 
and fairly frequent in Hodgkin’s sar- 
coma. Involvement of the nervous 
system does not occur in Hodgkin’s 
paragranuloma; in Hodgkin’s granu- 
loma symptoms and signs referable to 
the peripheral nerves or spinal cord 
occur fairly frequently but invasion of 
the brain substance or cord is very 
rare. In Hodgkin’s sarcoma, involve- 
ment of the central nervous system is 
not frequent. 15 references. 


| Further elucidation of a confusing sub- 
ject. —Ep. | 


THE SIGNIFICANCE OF TUMOR CELLS IN 
SEROUS EFFUSIONS 


Atvin H. HoniGMAN 


Baltimore, Md. 
Surg., Gynec. & Obst. 81:295-301, Sept. 1945 


The finding of tumor cells in pleu- 
ral effusions indicates that serosal im- 
plantation has probably occurred, and 
that surgery will be of only palliative 
value. The prognosis is extremely 
poor in those patients in whom neo- 
plastic cells are reported in puncture 
fluids. In 142 cases of suspected car- 
cinoma with effusion, the diagnosis 


was made or confirmed by examina- 
tion of the sediment in 45 per cent of 
the cases. Malignant cells were found 
in nearly 60 per cent of fluids from 
cases of confirmed carcinoma. Effu- 
sions in cases of confirmed carcinoma 
in which no cells are found may be 
due to venous obstruction and pres- 
sure effects. 
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A definite diagnosis of carcinoma 
should be based on sections contain- 
ing groups of cells arranged in defi 
nite acinar or papillary formation. In 
41 of 142 patients, fluids aspirated on 
2 or more occasions were examined. 
In 27 of these 41 cases, the final diag 
nosis was not carcinoma. In 5 cases, 
neoplastic cells were found in both 
original and repeat examinations. In 
2 cases in which a positive report was 
obtained in the first examination, re- 
peat reports were negative. Repeat 
examinations of puncture fluids thus 
seem warranted and are sometimes 
necessary for correct diagnosis. When 
carcinoma is suspected clinically, a 
negative original report is not conclu- 
sive and more fluid should be exam- 
ined if possible. 


REFERENCES TO CURRENT ARTICLES 


Multiple Primary Malignancy. Charles 
Goldman, Brooklyn, N. Y. Am. Jf. 
Surg. 69:265-69, Aug. 1945. A search 


of the literature revealed no case of 4 
primary malignancies in one patient. In 
the case reported a patient had 4 pri- 
mary carcinomas: (1) a medullary car- 
cinoma of the breast; (2) a postradiation 
squamous cell carcinoma in the scar of 
the chest wall, with recurrence; (3) a 
transitional cell carcinoma of the cervix, 
and (4) a papillary adenocarcinoma of 
the rectum. These lesions differed his- 
tologically and no lesion was a metastasis 
She died 


of another. following 


X-ray 





therapy for carcinoma of the cervix. No 
autopsy was obtained. 

Osteoid-Osteoma of Bone. Henry L. Jaf- 
fe, New York City. Radiology 45:319- 
34, Oct. 1945. This lesion is found 
chiefly in older children, adolescents and 
young adults, and the ratio of males to 
females affected is about 2 to 1. The 
actual lesion rarely exceeds 1 cm. in its 
greatest dimension, but there may be a 
perifocal zone of bone thickening or 
sclerosis. X-rays reveal the lesion as a 

small, roundish, relatively radiolucent or 

radiopaque the _ perifocal 
change as a more or less opaque or dense 


area, and 

shadow. There is usually persistent local 

pain and a sharply localized point of 

tenderness. Surgical removal of the le- 

sion is followed by prompt and lasting 

cure. This article is based on a study of 
62 cases, of which 5 cases are described 
in detail and illustrated. 

Cystic Hygroma: Report of Three Cases. 
U. V. Portmann. Cleveland = Clin. 
Quart. 12:98-104, July 1945. The 
author reports 3 cases of cystic hygroma, 
a benign tumor believed due to an anom- 
alous development of the lymphatic sys- 
tem. 
trollable hemorrhage 


In 1 case death was due to uncon- 
at operation. In 
the second case, treated by operation and 
implantation of radon seeds in remnants 
of the tumor, there was no recurrence 
In the third case, treated by 
x-ray irradiation, symptoms improved 
Sur- 
gical resection is the treatment of choice, 


in 9 years. 
and the tumor was reduced in size. 


but the death rate is high due to hemor- 
rhage and infection. In cases where all 
of the tumor cannot be removed, irradia- 
tion may prove of benefit. 
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6. Neurosurgery 


REFERENCES TO CURRENT ARTICLES 
Absorbable Gelatin Sponge and Thrombin 
for Hemostasis in Neurosurgery. Cobb 
Pilcher and W. F. Meacham, Nashville, 
Tenn. Surg., Gynec. & Obst. 81:365- 
69, Oct. 1945. In animal experiments 
it was found that gelatin sponge satu- 
rated with human thrombin was as ef- 
fective as fibrin foam in_ controlling 
bleeding from an incision in the superior 
longitudinal sinus. Both materials dis- 
appeared from the area and caused little 
reaction. ‘The gelatin sponge could be 
more easily cut to the size desired and 


7. Skull 


had less tendency to crumble than fibrin 
foam. In 272 neurosurgical operations 
reported to the authors by various sur- 
geons (including 41 cases reported by 
the authors), gelatin sponge saturated 
with thrombin proved a. satisfactory 
hemostatic agent in the great majority 
of cases. In 115 cases in which com- 
parison was made between the gelatin 
sponge and fibrin foam, the surgeons 
preferred the gelatin sponge in all but 
3 cases because of the greater ease of 
handling. 6 references. 1 table. 5 
figures. 


RADIOLOGICAL ASPECTS OF INTRACRANIAL 
PNEUMOCEPHALUS 


I). C. EAGLESHAM (Major, R.C.A.M.C.) 
Brit. J. Radiol. 18:335-43, Nov. 1945 


The general radiological aspects of 
intracranial pneumocephalus are dis- 
cussed on the basis of 22 cases ob- 
served in patients with cranio-cerebral 
injuries. Following a discussion of 
terminology, classification and etiol- 
ogy, the radiological features are de- 
scribed, with criteria for differential 
diagnosis and the technic of radio- 
logical examination. In 15 cases the 
pneumocephalus was demonstrated at 
the first examination, on the day: of in- 
jury or within the next 4 days. In 7 
cases no gas was seen in the first ex- 
amination, but was found | to 6 weeks 
after injury. In 16 patients the pneu- 
mocephalus was of | type only, while 
in the other 6 cases 2 or more types 
were present. The distribution of the 
lesion in each case is listed. Four pa- 
tients developed meningitis. A cere- 


brospinal fluid leak from the nose or 
ear was noted in 13 cases. 

All of these cases were of traumatic 
origin. In all but 1 case the pneumo- 
cephalus was caused by fracturing on 
the intracranial surface of the frontal, 
ethmoid, or sphenoid sinuses, or the 
mastoid cells. In | patient a depressed 
fracture admitted air directly into the 


subarachnoid spaces. The lesion was 


caused by gunshot injury in 6 cases, 
by injury by a tent-pole spike driven 
through one orbit into the sphenoid 
sinuses in 1 case, and in the others it 
resulted from road accidents. The 
origin of the pneumocephalus could 
not be determined in many cases. 
Mastoid fracture was suspected in 4 
cases. Five patients had plastic fa- 
cial operations. There was | death in 
a patient with a small subdural pneu- 
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mocephalus presumably from mastoid 
fracture. The autopsy revealed severe 
laceration of the temporal lobe over 
the fractured area, general cerebral 
edema and hemorrhage into the pitui- 
tary fossa. The pneumocephalus was 
not a significant cause of death. Pneu- 
mocephalus must be kept in mind in 
the treatment of fractures of the intra- 


cranial surfaces of the paranasal si- 
nuses or mastoid cells, especially if 
there is a leakage of cerebrospinal 
fluid. As the lesion may develop early 
during convalescence, or years later, 
the radiologist should remind the 
clinician of these possibilities and ask 
for re-examination when _ indicated, 
10 references. 13 figures. 


TREATMENT OF DENUDED EXTERNAL TABLE 
OF THE SKULL 
Patrick CLaRKson (Major, R.A.M.C.) and J. ScHorsremn (Major, R.A.M.C.) 
Brit. M. J]. 2:422-23, Sept. 29, 1945 


Bur holes are made through the ex- 
posed outer table into the diploe; 
these are connected by a groove made 
with a gouge, and small areas of the 
outer table are thus enclosed and are 
taken off with an osteotome. The in- 
tervening bone between the bur holes 
and back to the margin of the granu- 
lations is completely removed. Any 
comminuted fragments near the mar- 
gin and any overlying granulations 
are also removed. Thin patch grafts 
are used to cover the defect; these 
grafts are 1 cm. square; they are 


OSTEOMYELITIS OF 


packed close and spread on grease- 
proof paper. Tulle gras, P.F. wool, 
wool, and crepe are used for dressing; 
the dressings are first changed on the 
fourth day and then repeated daily, 
with careful technic; crepe pressure is 
maintained until healing is complete. 
Three illustrative cases are tabulated, 
and 1 of these is reported in further 
detail. In these 3 cases, grafting was 
done on the twenty-fourth to the 
sixty-seventh day and healing oc- 
curred on the thirtieth to the eighty- 
seventh day. | table. 2 figures. 


THE SKULL DUE TO 


SALMONELLA TYPHI 
J. M. Lever and G. B. BARKER 


London, 


England 


Brit. M. J. 2:459-60, Oct. 6, 1945 


In the case reported, the patient 
had suffered from increasingly severe 
headaches for 2 years; finally a fluctu- 
ant swelling developed in the occipital 
region. The patient showed early 
papilledema, a facial palsy on the 
right side and increased reflexes in the 
right arm and leg. Radiograms 
showed ostemyelitis of the skull. At 
operation the infected bone was re- 


moved and a large extradural abscess 
found with the dura covered with 
granulation tissue which was removed. 
The wound was filled with hydrogen 
peroxide, powdered with sulfanila- 
mide, lined with gutta percha and 
packed. Succinyl sulfathiazole was 
given postoperatively. A “coliform 
bacillus” was isolated from the pus 
and from the wound and finally iden- 
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tified as B. typhosus. Inquiry revealed 
that the patient had had typhoid fever 
35 years previously; during the past 


few years he had had repeated slight 
head injuries from working in a low 
room. 


COMPOUND, COMMINUTED SKULL FRACTURES PRO- 
DUCED BY MISSILES: REPORT BASED UPON 100 CASES 


EvprinGe H. CAMPBELL, JR. (Lt. Col., M.C., A.U.S.) 
Ann. Surg. 122:375-97, Sept. 1945 


Prevention, early recognition and 
treatment of head wound infections 
are of utmost importance. In a series 
of 100 consecutive cases of compound, 
comminuted fracture of the skull, 
most of the patients had received pri- 
mary treatment nearer the battlefront, 
and reached the Head Center a few 
days or a week or two later. The ma- 
jority of these wounds were caused by 
shell fragments. Almost all patients 
had sulfanilamide powder and a dry 
dressing applied to the wound within 
an hour or two after injury. Convul- 
sions were quite uncommon in the first 
weeks after injury. Subdural hema- 
toma occurred twice. Forty-one 
wounds failed to heal by primary in- 
tention, including 22 deep infections 
and 19 infections of the extracranial 
wound, 

The time interval between injury 
and operation varied from a few hours 
to 4 days, the average for wounds 
healing by primary intention being 19 
hours and for wounds with infections 
29 hours. Débridement and closure 
need not be given up because of a de- 
lay of 1 or 2 days, but operation 
should always be performed as soon as 
possible. 

As soon after injury as possible the 
scalp about the wound should be 
shaved and washed with soap and wa- 
ter. Sulfonamide crystals may be 
sprinkled on and an ample dressing 
applied. Treatment for blood loss, 
shock and other injuries must be 


given. The patient should be evacu- 
ated as quickly as possible to a hos- 
pital where deliberate neurosurgery is 
possible. The final outcome depends 
largely upon the initial débridement. 
Further evacuation is preferable to 
poor débridement. 

Of 67 patients receiving sulfona- 
mide therapy, 29 (43 per cent) de- 
veloped infection. In primary dé- 
bridement, badly injured, contused 
scalp areas, bone and even brain tissue 
were removed, as well as all foreign 
matter. Metallic foreign bodies were 
extracted if this was possible without 
injuring important neural structures. 

In 94 patients with indriven bone 
fragments, wounds healed by primary 
intention in 53 cases. Delayed heal- 
ing was due chiefly to infection, the 
most common cause of which was in- 
adequate débridement. The tripod 
incision should be avoided when pos- 
sible. If indicated, acutely angled 
flaps should be avoided and the apices 
of the flaps should be handled with 
great care. Apical sutures should be 
tiny and nonconstricting and closure 
must be accurate without tension. In 
large scalp defects, flaps should be 
long to permit adequate mobilization. 
In defects too large for simple linear 
or curvilinear incisions, generous sized 
flaps with the wound defect in the 
center were employed. Following dé- 
bridement the incision was closed and 
the flap sutured back to distribute ten- 
sion. Tension may be avoided by ap- 
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plying a split-thickness graft in the 
crescentic defect at the unsutured apex 
of the flap. 

Inner table depressions occurred in 
15 per cent of the cases in this group. 
Fight illustrative cases are described 
in detail. In one case an apparently 
minor scalp wound led to meningitis, 
hemiplegia, hypalgesia and homony- 
mous hemianopsia. In another case, a 
fascial graft afforded the sole protec 
tion to an otherwise exposed brain. 
Dural suture may prove of value in 
penetrating brain wounds. 

Abscess, cerebral fungus, meningi- 
tis or some combination of these was 
noted in 22 of the infected wounds. 
Deep infections might smoulder for 
days before becoming manifest. 
Staphylococci) were common, but 
Staphylococcus aureus and Streptococ- 
cus viridans were seen quite rarely. 
Cerebral fungus appeared in 10 cases, 
of which 3 associated with meningitis 
proved fatal. Meningitis complicated 
wound infection in 9 cases, with 5 
deaths. 

In superficial wound infections, 
bone, foreign bodies and exposed silk 
were removed and hot wet dressings 
applied. Sulfonamides were admin- 
istered but not locally. In infection 
of comminuted fractures of the pave- 
ment depression type, formal débride- 
ment with removal of bone and frag- 
ments yielded good results. 


8. Brain 


In deep infections an attempt was 
made to remove foreign matter or 
bone, and to evacuate pus and necrotic 
tissue. Extracapsular clots and ne- 
crotic tissue were removed by suction 
or with cotton patties. The capsule of 
the abscess was not disturbed, and 
stalactitic bands of fibrous tissue ex- 
tending inward from the dural mar- 
gins were disturbed as little as possi- 
ble. Abscesses were drained only oc- 
casionally. In wound infections com- 
plicated with cerebral fungus and lo- 
calized encephalitis, the fungus re- 
quired excision in only 2 of 5 cases, 
and retrogressed spontaneously in the 
other 3 cases following sulfonamide 
therapy. 

Of the 95 surviving patients 23 
were returned for duty, and 72 were 
evacuated to the Zone of the Interior 
for further treatment. 12 figures. 
REFERENCES TO CURRENT ARTICLES 
Cranioplasty: Collective Review. Jack I. 

Woolf and A. Earl Walker, Chicago, 
Ill. Internat. Abstr. Surg. 81:1-23, 
July 1945. A review of the literature 
on modern cranioplasty, including a dis- 
cussion of the types, indications for and 
time for cranioplasty in relation to the 
time of the injury. Autogenous grafts 
of various types, heterogenous grafts, 
metallic grafts, and nonmetallic allo- 
plastic grafts and postoperative treatment 
are discussed. Three illustrative cases 
are reported 401 references. 14 fig- 
ures. 


DIAGNOSIS AND TREATMENT OF STRICTURES OF THE 
AQUEDUCT OF SYLVIUS (CAUSING HYDROCEPHALUS) 
Water E. Danpy 
Arch. Surg. 51:1-14, July-Aug. 1945 


In most cases stricture of the aque- 
duct of Sylvius is due to congenital 


malformation, with replacement of 
the channel with glial tissue. Occa- 
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sionally the stricture may result from 
a healed infection within the ventri- 
cles. As the aqueduct of Sylvius is the 
only channel for the passage of cere- 
brospinal fluid from the choroid plex- 
uses of the third and both lateral ven- 
tricles, hydrocephalus involving these 
ventricles naturally results from the 
stricture in this channel. This type of 
hydrocephalus is infrequent after in- 
fancy but is nevertheless common 
enough to be considered in differential 
diagnosis, especially in children. 

In infants stricture of the aqueduct 
of Sylvius can be easily diagnosed by 
the dye test indicating an obstruction 
and by determining the height of the 
inion by roentgenography. In stric- 
ture of the aqueduct of Sylvius the 
inion is low. In children over | year 
of age, the diagnosis can often be 
made without ventriculography. In 
most of these cases a partial occlusion 
of the aqueduct had probably been 
present for some time before becom- 
ing complete. Diagnosis is based on 
enlargement of the head with cracked 
pot sound (Macewen’s sign), and an 
inion normally placed or lower than 
normal, indicating that the hydro- 
cephalus is not due to a space-occupy- 
ing lesion (a tumor) in the posterior 
cranial fossa. When ventriculography 
is necessary for diagnosis, the shape of 
the shadow (funnel shaped or tri- 
angular) in the aqueduct of Sylvius 
will frequently establish the diagnosis 
of stricture of the aqueduct. 

When the diagnosis of stricture of 
the aqueduct of Sylvius is established, 
a cerebellar operation is not necessary. 
A third ventriculostomy by the tem- 
poral approach is the operation of 
choice for the relief of hydrocephalus 
in such cases. The opening in the 
third ventricle must be made in the 
floor, not in the roof, of the ventricle. 


The advantages of the temporal ap- 
proach are: (1) the ventricle is opened 
under direct inspection where the ven- 
tricular wall is thinnest—behind the 
infundibulum and in the cisterna in- 
terpeduncularis; (2) the dura lining 
the middle fossa of the skull ends 
mesially in a shelf that lies along the 
cisterna laterally and the temporal 
lobe falls over this shelf, thus pre- 
venting fluid from pouring out, so 
that an external hydrocephalus does 
not follow opening the ventricle by 
this route; (3) the optic nerves are 
not disturbed in this operation; (4) a 
smaller operative exposure is re- 
quired, and the scar is covered by the 
hair. Asa rule in hydrocephalus due 
to stricture of the aqueduct of Sylvius, 
there is a downward bulge of the en- 
larged third ventricle; if this does not 
occur the ventricle cannot be opened 
by the temporal route except by “a 
blind stab” for the ventricle. In 2 of 
the author’s cases, | in an infant and 1 
in an adult, the third ventricle was 
high and nonbulging and the opening 
could not be made. In the adult pa- 
tient, the anterior approach was sub- 
sequently tried but without success. 
In children and adults, the floor of the 
ventricle is thicker than in infants and 
the opening must be larger. 

Third ventriculostomy by the tem- 
poral route has been done in 29 pa- 
tients over | year of age and in 63 in- 
fants under | year of age for the 
treatment of hydrocephalus due to 
stricture of the aqueduct of Sylvius. 
In the older age group there were few 
signs or symptoms other than those of 
intracranial pressure. The head was 
always oversize and the cranial su- 
tures were open. The roentgenograms 
showed extensive convolutional atro- 
phy. Bilateral papilledema was usu- 
ally present; 1 patient was blind and 
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2 nearly so. A total of 36 ventriculos- 
tomies were done in 29 cases. In 6 
patients, a subsequent operation was 
necessary (in | of these patients 2 such 
operations ) because of closure of the 
opening in the floor of the ventricle. 
There was 1 operative death in this 
series; | patient, whose operation was 
unsuccessful (as noted above), died 4 
months after discharge from the hos- 
pital; 3 other patients died at home 5 
weeks to 6 months after leaving the 
hospital; 1 of these patients had 
shown definite improvement. Twen- 
ty-four patients are living 6 months 
to 23% years after operation, all but 
2 surviving 5 years and more; 4+ show 
varying degrees of mental retarda- 
tion; 3 patients have very defective 
vision, with some improvement since 


operation in | case; the other patients 
are well, active and normal. 

Of the 63 infants operated on, 10 
died in the hospital; 22 have died 
since leaving the hospital; no report 
has been obtained in 10 cases; 21 pa- 
tients are known to be living, | for 
less than 6 months, | less than 1| year 
and 5 less than 5 years; the longest 
period of survival is 23% years. In 
12 cases the hydrocephalus has been 
cured, but only 5 of these patients are 
normal or nearly normal mentally. 
The advisability of operating on in- 
fants with this type of hydrocephalus 
may be questioned in view of these re- 
sults, but the author is of the opinion 
that operation is probably worth while 
if the circumference of the head is not 
over 50 to 52 cm. at the time of op- 
eration. + figures. 


LUMBAR PUNCTURE IN TREATMENT OF PENETRATING 
WOUNDS OF THE BRAIN 


Joun E. A. OConne tt (Neuro-Surgeon, E.M.S.) 
Lancet 2:389-92, Sept. 29, 1945 


Penetrating wounds of the brain 
that are treated early may be closed 
by two-layered suture of the scalp. If 
the scalp edges can be closely approxi- 
mated and the dura closed as well 
there is little danger of increased in- 
tracranial pressure causing separation 
of the wound edges and formation of 
a cerebral fungus. If, however, the 
wound is extensive with considerable 
loss of scalp, and the patient is too ill 
for plastic procedures, the scalp wound 
may be closed under tension. In such 
cases, daily lumbar punctures to re- 
duce the intracranial pressure are of 
definite value. 

When a missile of any type enters 
the cerebrum, there is usually an im- 
mediate increase in intracranial pres 


sure. This increased pressure handi- 
caps the surgeon at operation by mak- 
ing it difficult to open up the wound 
tract for the removal of the foreign 
body. Inasmall series of cases of this 
type lumbar puncture was carried out 
after the patient had been anesthe- 
tized and before operation. This pro- 
duced dilatation of the wound tract, 
and facilitated exploration and _ re- 
moval of the foreign bodies; vigorous 
retraction and suction were not neces- 
sary. The author is of the opinion, 
however, that such preoperative lum- 
bar puncture is not frequently re- 
quired for patients with penetrating 
brain wounds if they are treated early. 
He suggests that it should be reserved 
for cases with bone fragments or large 
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missiles deeply placed, for those ex- 
plored later for bone chips overlooked 
at the first operation, or for those cases 
in which a scalp wound is sutured over 
an unnoticed cerebral wound that later 
causes symptoms. 

Lumbar puncture is also of value 
in posttraumatic cerebral abscess, in 
untreated wounds that are treated 
only when infection has become estab- 
lished, and in the treatment of pro- 
gressive cerebral fungation. In the 
management of a patient with a cere- 
bral abscess, an untreated infected 
brain wound, or progressive cerebral 
fungation, lumbar puncture must be 
done daily and the pressure reduced 
to a low level; this should be done 
slowly. 

In the preoperative use of lumbar 
puncture in penetrating brain wounds, 


there is little danger of causing “a 


SUBDURAL 


HAROLD 


Surg., Gy nec, & Obst. 


During the past 30 years subdural 
hematoma has come to be recognized 
as an important posttraumatic surgical 
complication. Yet the correct diag- 
nosis is not always made, and is often 
difficult to make, especially if there is 
a considerable lapse of time between 
the trauma and the onset of symp- 
toms. Mental disturbance is the most 
outstanding clinical symptom of sub- 
dural hematoma, usually mental con- 
fusion, progressing to stupor or coma, 
although there may be fluctuations in 
the severity of symptoms. Headache, 
dizziness, nausea and vomiting are 
common. 

In any case in which subdural hem- 
atoma is suspected, bilateral posterior 
parietal bur holes should be made. A 


pressure cone,” as the intracranial 
pressure in such cases does not rise to 
the high level associated with some 
brain tumors. 
to be used preoperatively in cerebral 
abscess, this should be done only when 
the patient is anesthetized and pre- 
pared for operation; drainage can 
then be discontinued and operation 
started at once, if any respiratory em- 


If lumbar puncture is 


barrassment develops. In cases in 
which there is much destruction of 
cerebral tissue and danger of hemor- 
rhage, the cerebrospinal fluid pressure 
should not be reduced below 100 mm. 
by preoperative lumbar puncture, if 
this procedure is indicated. Lumbar 
puncture can also be used for the ad- 
ministration of penicillin for the pre- 
vention or treatment of meningitis as- 
sociated with cerebral trauma. 4 ref- 
erences. 8 figures. 


HEMATOMA 
C. Voris 


81:99-101, July 1945 


bur hole in this area will reveal prac- 
tically every clot. Most hematomas 
can be evacuated through a single or 
multiple bur holes. It is only occa- 
sionally necessary to use an osteo- 
plastic flap for this purpose. It is most 
important that the medical profession 
should be more aware of this condi- 
tion and realize that the exploratory 
bur hole is often the only means of 
establishing the diagnosis. This oper- 
ation involves minimal operative 
shock, and can be done under local 
anesthesia, supplemented if necessary 
by intravenous anesthesia. 


REFERENCES TO CURRENT ARTICLES 


A Review of Psychological Work at the 
Brain Injuries Unit, Edinburgh, 1941- 
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45. O. L. Zangwill, Edinburgh, Scot- 
land. Brit. M. J. 2:248-51, Aug. 25, 
1945. In cases of brain injury studied 
psychologically, cognitive disabilities were 
frequently found and in the more severe 
cases could be ascribed to focal injuries. 


Decrement of special abilities and some 
degree of memory or learning defect 
were also found in these cases. It was 
noted that there was considerable varia- 
bility and fluctuation in the symptoms 
after brain injury, and a proneness to 
fatigue in sustained work. Various psy- 
chological tests have been used in these 
cases, especially in differentiating organic 
intellectual impairment from psychogenic 
sequelae of brain injury. Re-education, 
rehabilitation and resettlement of pa- 
tients who had sustained brain injury 
were an important part of the work of 
the Unit. 

Prefrontal Leucotomy: Report of 100 


Cases. F. Berliner, R. L. Beveridge, 
W. Mayer-Gross and J. N. P. Moore, 
Dumfries, Scotland. Lancet 2:325-28, 
Sept. 15, 1945. Prefrontal leukotomy 
was done in 100 patients with chronic 
mental illness who did not respond to 
other methods of treatment, including 
electroshock and insulin therapy. The 
majority of these patients (88) were 
schizophrenics, of whom 54 were cata- 
tonics. ‘The operation was done by the 
method of Freeman and Watts, de- 
scribed in 1942. Prolonged postopera- 
tive treatment for the re-education of the 
patient was employed. ‘Twenty-nine of 
these patients were cured and are living 
at home (24 of these were schizophren- 
ics); 25 patients are much improved; 
and 14 slightly improved. In the schizo- 
phrenic group, the best results were ob- 
tained in the catatonics. 3 references. 2 
tables. 


9. Spine and Spinal Cord 


RETROPULSED INTERVERTEBRAL DISK PRODUCING 
FROIN’S SYNDROME 
R. R. HuGues (Major, R.A.M.C.) 


Lancet 2:401, Sept. 29, 1945 


In the case reported, the patient’s 
chief symptom was numbness and 
weakness of the legs. Spinal puncture 
between the fourth and fifth lumbar 
vertebrae showed the pressure of the 
cerebrospinal fluid so low that it could 
not be determined; the fluid was 
slightly xanthochromatic. Spinal] 
puncture between the second and third 
lumbar vertebrae showed the cerebro- 
spinal fluid pressure at this level to 
be 50 mm. Radiography after intra- 
thecal injection of lipiodol showed the 


upper level of the block to be at about 
the center of the fourth lumbar verte- 
bra. At operation a mass was found 
at the level of the disk between the 
fourth and fifth lumbar vertebrae; 
this was a sequestrated disk that was 
easily removed. Following operation 
there was rapid improvement. Only 
a minor degree of spinal block is usu- 
ally associated with retropulsed inter- 
vertebral disk, but in this case the 
block was complete. 
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PROTRUSION OF INTERVERTEBRAL DISK 


B. H. Burns and R. H. Younce 


Botley’s Park War Hospital, London, England 
Lancet 2:424-27, Oct. 6, 1945 


Recurrent backache in young adults 
is usually due to protrusion of an in- 
tervertebral disk; backache, not sciati- 
ca, is the first symptom. Not all pa- 
tients with protrusion of the interver- 
tebral disk can give a history of defi- 
nite injury, but the authors have 
found that many, especially those in 
the Services, have been doing heavy 
work at the time of the onset of symp- 
toms. 

About half of the authors’ patients 
with proved disk lesions showed no 
deformity of the back in standing; 
some had loss of the lumbar hollow, 
some a slight list or inclination to one 
side, only a few well-marked sciatic 
scoliosis. The most notable and char- 
acteristic sign in these patients was 
the restriction of movement in the 
anteroposterior plane on bending for- 
ward, while sideways bending was 
free. In some patients, there was a 
tilt to one side in bending forward, al- 
though this was not present when 
standing; in others, the forward bend- 
ing was restricted without the side- 
wise tilt. 

With increased experience in the 
diagnosis of disk lesions in the earlier 
stage, the number of cases requiring 
operation has been reduced; the au- 
thors now find it necessary to operate 
on only about 2 out of every 5 pa- 
tients in which a diagnosis of a disk le- 
sion is made. When the symptoms are 
not and have never been severe, the 
authors advise the patient to wear a 
belt or corset to restrict the movement 
of the lumbar spine. If the patient is 
seen in a first attack of pain, he is put 
to bed to rest; if there is no improve- 





ment after about 3 weeks, operation is 
recommended. The authors do not 
employ a plaster jacket in these cases. 
They used to persist with rest and im- 
mobilization for many weeks but now 
believe operation is the better treat- 
ment in such cases. Operation, how- 
ever, requires 3 weeks in bed and a 
month for rehabilitation. The choice 
between operation and conservative 
treatment in the less severe cases de- 
pends upon balancing the amount of 
pain and disability against the time re- 
quired for operation. It must also be 
remembered that too long a postpone- 
ment of operation makes the pro- 
cedure more difficult and less likely to 
give permanent relief. 

If operation has been decided upon, 
it is desirable to locate the lesion ac- 
curately, but this is not always possi- 
ble. X-rays are often negative unless 
the lesion is of long standing, and the 
authors have largely given up the use 
of contrast media and pneumograms, 
for such methods do not show lateral- 
ly placed protrusions and the findings 
may be misleading. Neurological 
signs also often fail to locate the le- 
sion. The great majority of interver- 
tebral disk protrusions are from the 
disks between the fourth and fifth 
lumbar vertebrae or the fifth lumbar 
and first sacral vertebrae. 

At operation, the authors employ a 
free exposure. The fifth lumbar and 
adjacent parts of the fourth lumbar 
and first sacral spinous processes are 
removed. The dura is exposed by re- 
moving the fifth lamina and adjacent 
ligamentum subflavium; the dura is 
not opened. Large protrusions are 
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easily seen; when the capsule is in- 
cised, disk substance often begins to 
extrude; it may be completely free 
and is easily picked out. In other 
cases it may be firmly attached inside 
the disk; this type of protrusion—the 
ball-valve type—is likely to swing in 
and out. If the operation is done 
when the displacement is reduced, it 
may be difficult to detect the lesion, 
and to remove all the torn part. It is 
better in such cases to operate during 


————__ 


an attack when the protrusion is not 
reduced. 

In 177 cases in which laminectomy 
has been done, disk protrusions were 
found in 141 cases. In 19 other cases, 
spinal abnormalities were present 
which were probably the cause of the 
symptoms. Of the 141 patients with 
proved disk protrusions, 131 were im- 
mediately relieved of symptoms by 
operation and have had no recurrence. 
3 references. | figure. 


SOLITARY MYELOMA: REVIEW OF SIXTY-ONE CASES 


Lesrer T. Goopnick 
Chicago, Ill. 
Radiology 45:385-91, Oct. 1945 


In many cases of solitary myeloma 
careful x-ray therapy will delay the 
progress of the disease, relieve symp- 
toms and prolong life. Two cases of 
solitary myeloma in a series of 24 
cases of myeloma are described in de- 
tail, both responding well to x-ray 
therapy. These cases and 59 other 
cases of solitary myeloma were stud- 
ied from a diagnostic and therapeutic 
viewpoint. 

Roentgenologically there are 2 
types: a cystic type resembling giant 


cell tumor, and an osteolytic type re- 
sembling metastatic carcinoma. The 
disease occurs most frequently in the 
sixth decade; 68 per cent of the cases 
have occurred in males. Bence-Jones 
protein was found initially in only 10 
per cent of cases tested. Diagnosis is 
confirmed by biopsy. X-ray therapy 
seems to be the method of choice. 
The average survival was 7 years 
from onset of symptoms and 3% 
years from the time of admission. 36 
references. | table. 2 figures. 


MASSIVE EXTRUSIONS OF THE LUMBAR 
INTERVERTEBRAL DISCS 
A. Ver BRUGGHEN 


Chicago, III. 
Surg., Gynec. & Obst. 81:269-77, Sept. 1945 


Acute compression of the cauda 
equina may result from large extru- 
sions of the nucleus pulposus of the 
intervertebral disk. In 9 such cases 
the lesion was at the lower lumbar 
vertebrae. There is a cogwheel his- 
tory with signs of acute compression 
of the cauda equina of varying de- 


grees. Early diagnosis and early op- 
eration are recommended but, even so, 
recovery may be slow and imperfect. 
Seven of the 9 patients gave a history 
of low back pain in acute attacks for 
years before the extrusion and com- 
pression of the cauda equina; others 
had a history of sciatica associated with 
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low back pain. It is not always safe 
to allow the ordinary type of herni- 
ated disk to go untreated for fear of 
resulting serious extrusion. The more 


rapid and complete the compression 
of the cord, the more slow and incom- 
plete the recovery. 


DAMAGED INTERVERTEBRAL DISK; EARLY 
DIAGNOSIS AND TREATMENT 
E. J. Crisp 
Lancet 2:422-24, Oct. 6, 1945 


The first symptom of damage to an 
intervertebral disk is aching lumbar 
pain. In the early stage, there are 
few abnormal findings when the pa- 
tient stands erect, except possibly a 
slight increase in the lumbar curve. 
When the patient bends forward, 
there is extreme and persistent lumbar 
spasm that prevents any forward flex- 
ion of the lumbar spine; movement 
occurs only at the hip joints and in the 
upper dorsal region. There is also 
less severe hamstring spasm. These 
symptoms are pathognomonic of dam- 
age to the intervertebral disk before 
radiograms show any definite signs. 
The author has found immobilization 
in a plaster cast to be the best treat- 
ment in such cases; the jacket must be 
worn at least 6 to 8 weeks, and longer 
if sciatica has developed. Surgery is 
indicated only in those cases in which 
the disk is not reduced and pain not 
relieved by the immobilization treat- 
ment. 6 figures. 

REFERENCES TO CURRENT ARTICLES 
Concussion of the Spinal Cord¢ an Experi- 
mental Study and a Critique of the Use 

of the Term. R. A. Groat, W. A. 

Rambach, Jr. and W. F. Windle, Chi- 

cago, Ill. Surg., Gynec. & Obst. 81: 

63-74, July 1945. In experiments on 

cats, it was found that uncomplicated 

concussion of the spinal .cord, produced 
by a blow on the spine at different levels, 
resulted in complete functional block of 
the spinal cord at the level of applica- 


ton of the blow if adequate force was 
employed; the period of paralysis was 
brief. Histologic study of the spinal cord 
at the levels affected showed “subtle” 
but demonstrable changes in the cells and 
frank chromatolysis. “The greater depth 
of spinal shock to which man is subject 
probably adds to the profoundness of the 
functional alterations in the cord. From 
a review of the literature, the authors 
conclude that the term concussion should 
be clarified and should be applied only 
to the functional alterations and associ- 
ated histologic changes as described. 42 
references. 9 figures. 


Mechanism of Dural Pain. 
James Cyriax, London, England. Lan- 
cet 2:427-29, Oct. 6, 1945. Lumbago 
is due to hypermobile or fragmented 
annulus fibrosis; it is intermediate in 
such derangements of the intervertebral 
disk, between backache and_ sciatica. 
Lumbago may be relieved by a few 
days’ rest in bed, and if symptoms per- 
sist, by epidural local anesthesia. Radical 
treatment, 1.e., operation with removal 
of the hypermobile or loose part of the 
annulus, is usually not attempted until 
the stage of sciatica due to root pressure 


is reached. 2 references. 


Lumbago; 


Fracture Dislocation of the Fifth Cervical 
Vertebra. Leon D. Star (Lt., M.C., 
U.S.N.R.). Am. J. Surg. 69:270-71, 
Aug. 1945. In an automobile accident 
a man 24 years of age suffered a frac- 
ture dislocation of the fifth cervical ver- 
tebra. Immediately after the injury he 
had experienced total paralysis of the 
lower extremities. Treatment consist- 
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ed of maintenance of the cervical region 
in traction and extreme extension; 1,300 
cc. of liquid plasma were given and the 
nen was treated generally for shock. 
No morphine was used. Under sodium 
pentothal anesthesia reduction was ac- 
complished. The neck was then placed 
in extension with a neck and semi-body 
cast. ‘Ihe patient was transferred to a 
naval hospital where at latest report he 
seemed to be making a recovery compar- 
able to that of a spinal animal after com- 
plete transection of the cord. 
Intervertebral Spine Fusion with Removal 
of Herniated Intervertebral Disk. J. M. 
Owens and H. G. Williams (Lt. 
Comdr. M.C., U.S.N.). Am. J. Surg. 
70:24-26, Oct. 1945. In 2 cases in 
which herniation of an_ intervertebral 
disk was caused by a fall, the diagnosis 
was established by myelograms. In both 
cases the herniated nucleus pulposus was 
removed at operation, and intervertebral 
spine fusion was done at the same time. 
The patients were kept in the horizontal 
position for 3 weeks. Both patients were 
entirely relieved of pain and other symp- 
toms. The authors have found that re- 


10. Peripheral Nerves 


sults are much better in operation for 
herniated intervertebral disk if spine fu- 
sion is done. Immobilization is required 
for only 3 weeks after this operation, 
and none of the patients have had re- 
currence of symptoms. 

One-Piece Munro Tidal-Drainage Ap- 
paratus. W. A. R. Chapin, Springfield, 
Mass. New England J. Med. 233: 
344-45, Sept. 20, 1945. At the Spring- 
field Hospital, where there is no neuro- 
surgical service, the care of patients re- 
quiring tidal drainage for cord bladder 
and similar conditions is the responsi- 
bility of the intern, under supervision of 
members of the visiting staff. “To facili- 
tate this procedure a one-piece apparatus 


- 


has been designed. ‘This apparatus can 
be suspended above the bed, its Y tube 
attached to the catheter, the container 
filled with irrigating fluid, and the rate 
of entry of the fluid into the bladder and 
the level at which outflow occurs may 
be regulated. ‘This apparatus is free of 
the floor, but can be firmly fixed to the 
bed; it can be moved in one piece, with 
no parts to be reassembled and perhaps 
lost. 1 figure. 


EARLY TREATMENT OF BELL’S PALSY 


H. P. PicKerRILL and C. M. PickKERILL 


Wellington Hospital, Wellington, New Zealand 
Brit. M. J. 2:457-59, Oct. 6, 1945 


In early cases of Bell’s palsy due to 
exposure to cold, the authors advocate 
treatment by a method of strapping to 
prevent stretching of the paralyzed 
muscles by the overaction of the non- 
paralyzed muscles of the other side 
of the face. Rigid adhesive strapping 
is used. It is applied to the nonpara- 
lyzed side of the face, using 2 strips 
on a level with the upper and lower 
lips; the nonparalyzed side is “pushed 
across” to the paralyzed side, and the 


other ends of the strapping are firmly 
fastened to the mastoid process on the 
paralyzed side. The strapping is not 
in adhesion with the paralyzed mus- 
cles, so that it exerts no pull on them. 
Gentle massage and attempts at vol- 
untary movement of the paralyzed 
muscles are possible. The paralyzed 
orbicularis muscle is also supported by 
a sling made with 2 narrow strips of 
strapping. During the third week k, if 
no improvement is noted, treatments 
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with weak faradic currents are given 
in minimal doses daily. 

In cases of Bell’s palsy due to trau- 
ma (mastoid cases), nerve grafting is 
the treatment of choice; this method 
should be used early. The use of 
fascia lata and muscle grafts is usually 
reserved for traumatic cases referred 
to the plastic surgeon in the late 
stages. The authors are of the opin- 
ion that such cases should be referred 


to the surgeon soon after the injury, 
but that immediately after the injury 
the method of strapping described 
should be employed. Then the fascia 
lata graft operation should be done 
within a few weeks. Much better re- 
sults are obtained with this operation 
done 3 weeks after the onset of total 
facial paralysis than 3 years after on- 
set. 3 figures. 


CHANGES IN CHRONAXIE DURING DEGENERATION AND 
REGENERATION OF EXPERIMENTALLY PRODUCED 


LESIONS OF THE SCIAT 


IC NERVE OF THE CAT 


Lewis J. Pottock, James G. GoLserH and ALex J. ARIEFF 
Chicago, Il. 


Surg., Gynec. & Obst. 

rom experiments on the sciatic 
nerve in cats the authors conclude that 
the marked lengthening of chronaxie 
from a fraction of a millisecond to 100 
or more times longer is a clear indica- 
tion of denervated muscle. The tem- 
porary shortening of chronaxie during 
the course of degeneration of muscle 
is not a sign of recovery. A signifi- 
cantly great shortening of chronaxie 
from its final peak of great length 1s 


81:451-54, Oct. 1945 


a sign of recovery. ‘This sign of re- 
covery occurs later than signs derived 
from other electrical examinations, 
such as tetanus ratio, and may not oc- 
cur until motor recovery is present. 
The combination of a low galvanic 
tetanus ratio with a short chronaxie is 
characteristic of spontaneously recov- 
ering lesions and, at times, of recovery 
after operations upon injured nerves. 


EXPERIMENTAL STUDIES ON PERIPHERAL NERVE SUR- 


GERY,; THE EFFECT OF 


INFECTION ON REGEN- 


ERATION AND FUNCTIONAL RECOVERY 
LoyaL Davis, GEorGE PERRET and FREDERICK HILLER 


Chicago, Il. 
Surg., Gynec. & Obst. 81:302-308, Sept. 1945 


In experiments on animals, it was 
found that in severed peripheral 
nerves infection activates mesodermal 
proliferation of the epineurium and 
the perineurium but does not pene- 
trate into the nerve fascicles; it does 
not interfere with regeneration of the 
nerve unless the mesodermal prolif- 


eration seals the open endoneural 
tubes of the divided nerve segments. 
Homogenous grafts were found to be 
more susceptible to infection than 
autogenous grafts. Recovery of per- 
ipheral nerves repaired in a septic 
field was not definitely retarded un- 
less homogenous grafts were used. 
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The local use of sulfonamides in in- 
fected wounds controls infection and 
permits primary repair of damaged 


peripheral nerves. Early repair of 
nerve injuries is indicated even if in- 
fection is present. 8 figures. 1 chart. 


THENAR PALSY DUE TO COMPRESSION OF THE MEDIAN 
NERVE IN THE CARPAL TUNNEL 


R. B. ZACHARY 


Oxford, 


Surg., Gy nec. & Obst. 

Two cases of thenar palsy and par 
tial thenar atrophy are reported; in | 
case both hands were involved. In 
both cases electrical testing showed 
the abductor pollicis brevis and its op 
ponents paralyzed, but the flexor 
brevis and ulnar intrinsic muscles not 
affected. 
slight or absent. In 1 case there were 
old fractures of both scaphoids, in the 
other a malunited Colles’ fracture. In 
1 case at operation the median nerve 
was found to be compressed between 
the anterior carpal ligament and the 
floor of the carpal tunnel, in the other 
between this ligament and the end of 
the radius. Release of the nerve re- 
sulted in the recovery of function in 
the second case, but not in the first 
case, which was of longer duration. 
The author considers division of the 
carpal ligament the best method for 
release of the nerve in cases of this 
type. 18 references. 4 figures. 


Sensory disturbances were 


REFERENCES TO CURRENT ARTICLES 


Sciatic Neuritis. J. MacD. Holmes and 
B. R. Sworn. Brit. M. J. 2:350-51, 
Sept. 15, 1945. Reports 3 cases of lum- 
bar and sciatic pain clinically similar to 
that due to ruptured intervertebral disk. 
At operation no abnormality of the disk 
was found. In 2 of these cases there 

was definite edema of the nerve root, 

and in the third case there were adhe- 

Relief of 


the edema by decompression in the first 


sions around the nerve root. 


England 
81:213-17, Aug. 1945 


2 cases and freeing of the adhesions in 
the third case resulted in complete re- 
lief of pain in 2 cases, and definite but 
not complete relief in the other case. 
The cause of the edema of the nerve root 
could not be determined. The diag- 
nosis of neuritis or radiculitis at opera- 
tion is very difficult unless gross enlarge- 
ment of the nerve root is present. 
Neuropathology of War Nerve Injuries. 
a Omorokov. Sovet. med. No. 11-12: 
5-7, 1943; abstract by J. S. Kasanin, 
Am. Rev. Soviet Med. 2:541, Aug. 
1945, ( 


the peripheral nerves, more than one 


In 237 cases of war injuries ot 


nerve was involved in 59.1 per cent of 
cases. The whole subject of nerve in- 
juries is closely associated with injuries 
to blood vessels and their nerve supply. 
Algesias and paresthesias may be due to 
inclusion of a nerve in scar tissue around 
an aneurysm of an injured blood vessel. 
In the treatment of peripheral nerve in- 
juries the author is of the opinion that 
the neurosurgeon should be radical in his 
approach. He advocates early operation, 
ligation of blood vessels, dissection of 
aneurysms and free use of novocaine 
nerve block. 

Nerve Injuries in Children. H. S. Souttar. 
Brit. M. J. 2:349-50, Sept. 15, 1945. 
Reports 2 cases in children 10 and 6 
years of age, in which there was injury 
to the deep branch of the ulnar nerve, 
and in | case to the superficial branch as 
well, due to deep penetrating wounds by 
glass fragments. The wounds had healed 
when the diagnosis of ulnar paralysis was 
made. In both cases, the injured nerves 

were found at operation to be completely 
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divided. “They were sutured with very 
fine catgut; recovery was complete in 
both cases. It was noted that the ulnar 
nerve was of large size in each instance 
and suture was done without difficulty ; 
the size of the peripheral nerves in chil- 
dren is apparently out of proportion to 
that of other structures, approaching the 
dimension of adult nerves. Froment’s 
sign was found to be of special value in 
the diagnosis of ulnar paralysis in these 
cases. 

Should a Brachial Plexus Injury Be Ex- 
posed? E. Hembly, Stanmore, Eng- 
land. Lancet 2:360-61, Sept. 22, 1945. 
Operation was done in 7 cases of brachial 
plexus injury due to gunshot wounds. 
In some cases only neurolysis was neces- 
sary; in others neuromas and_ gliomas 
were removed and the nerve sutured. 
In suturing the nerve, the author inserts 
a tension suture at least an inch on either 
side of the nerve junction, and | or 2 

Silk or 

cotton causes less irritation than catgut 


sutures at the nerve junction. 


in nerve suture. In 2 cases, there was 


recovery within 3 months after opera- 
tion; in | of these cases only neurolysis 
was done. The end results cannot be 
determined in the other cases because of 
the slow rate of repair of peripheral 
nerves. 2 figures. 


Electrodiagnosis by Means of Progressive 


Currents of Long Duration; Studies on 
Peripheral Nerve Injuries in Man. 
Lewis J. Pollock, James G. Golseth, 
Alex J. Arieff and Frank Mayfield 
(Major, M.C., A.U.S.). Surg., Gynec. 
& Obst. 81:192-200, Aug. 1945. The 
characteristic responses of damaged per- 
ipheral nerves to progressive currents of 
long duration were determined by ex- 
periments on cats in which the sciatic 
nerve had been injured. The same re- 
sponses were elicited in 52 patients with 
damage to various peripheral nerves. In 
only 2 of these cases was there any ques- 
tion as to the accuracy of the findings by 
this method of electrodiagnosis, and in 
these cases the deep branch of the radial 
nerve was injured and only one muscle 


was examined. 27 references. 7 figures. 


ll. Sympathetic Nervous System 


See Index for Related Articles 


12. Head and Neck 


LATERAL CERVICAL (BRANCHIAL) CYSTS AND FISTULAS: 
A CLINICAL AND PATHOLOGIC STUDY 


Harry B. Neer and JoHN pEJ. PEMBERTON 


Rochester, Minn. 
Surgery 18:267-86, Sept. 1945 


A clinical and pathologic study was 
made of 319 cases of lateral cervical 
cyst or fistula at the Mayo Clinic, with 
detailed microscopic studies in 287 
cases. The most frequent symptom 
was painless swelling; the lesions 


were preceded by or associated with 
infections of the upper respiratory 
tract in 61 cases. 


In some cases symp- 


toms developed following tonsillec- 
tomy. The sex ratio was equal; the 
ages ranged from 4 months to 84 
years. Thirty-seven per cent of the 
patients were in the third decade. The 
two sides of the neck were involved 
about equally. Lesions were bilateral 
in 2 per cent of the cases. 

In most of the cases the lateral 
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cervical cyst was located in the upper 
cervical region near the angle of the 
jaw. In complete and internal fistulas 
the internal opening is found as a rule 
in the supratonsillar fossa. Differ- 
ential diagnosis from other lesions, 
particularly tuberculous lymph nodes, 
is necessary. What is known as “bran- 
chial carcinoma” is probably secondary 
to a healed or undiscovered primary 
lesion in the nasopharynx. Complete 
excision of the cyst or fistulas is the 
treatment of choice except in the pres- 
ence of acute inflammation, when con 
servative therapy is indicated. 

In 321 operations performed at the 
clinic on 319 patients there were 2 
deaths. If it be assumed that 147 pa 
tients not heard from are well, 309 
patients had a satisfactory result. Re- 
currence is rare. In 12 cases there de- 
veloped late postoperative complica- 
tions caused by injuries to nerves. The 
glossopharyngeal nerve is most fre- 
quently injured. Three patients suf 


fered from atrophy and deviation of 
the torigue and 2 patients from atro- 
phy of the muscles of the shoulder 
girdle. Two patients presented Hor- 
ner’s syndrome. 

Such substances as methylene blue 
and molten paraffin have been inject- 
ed into the fistula to facilitate identi- 
fication of the tract. A single trans- 
verse incision is made through, or 
parallel to, a natural crease of the 
skin in the neck. The course of the 
fistulous tract and several methods of 
dealing with the internal portion of 
the fistulous tract are, described (von 
Hacker, Koenig). It is not necessary 
to invert the stump of the fistula into 
the pharnyx in all cases. It is most 
important to remove the entire tract. 
In removing a cyst an incision 1s made 
over the cyst in a natural crease in the 
skin and the cyst enucleated. The 
spinal accessory nerve must always 
be identified. Cysts may be aspirated 
if large and not readily exposed. 36 
references. 10 figures. 


TRAUMATIC CHYLOTHORAX 


Harry ]. 


Davis 


Topeka, Kans. 


J. Kansas M. Soc. 

Injury to the thoracic duct may be 
caused by a direct wound to the duct 
at the base of the neck, or from gun- 
shot wound, but the duct is more oft- 
en damaged indirectly by a crushing 
injury. In indirect injuries the duct 
may be torn by fractured bones or 
may burst due to hypertension from 
compression of the thorax. The 
amount of chyle escaping varies but is 
usually large. The accumulation of 
chyle is never noticed at once, but 
usually after 2 to 5 days. The latent 


period may be as long as 21 days. 


46:361-65, Nov. 


1945 


Three days or more after the in- 
jury the patient rather suddenly 
goes into collapse, characterized by 
dyspnea, orthopnea, and fall in blood 
pressure with very feeble radial pulse. 
Instant relief follows thoracentesis. 
The fluid obtained is of orange-gray 
color. About half of the patients die 
from the original injury or from col- 
lapse along with accumulation of the 
fluid, or from later inanition. Treat- 
ment consists of repeated punctures 
without rib resection. 

Following brief descriptions of 6 
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cases reported in the literature, a case 
is reported in a man of 71 years. He 
was kept alive for 144 days with only 
one blood transfusion and return of 
his chyle into the vein after citrating. 
The chyle was kept in refrigeration 
for as long as 8 days. A younger pa- 
tient in better physical condition 





might have had a better chance. In- 
travenous return of the chyle to the 
patient is believed to be of great 
value. The thoracic duct appears to 
be more likely to be injured at the 
level of the ninth and tenth thoracic 
vertebrae, with vertebral injury, than 
at other levels. 


TONSILLECTOMY AND TUBERCULOUS CERVICAL LYMPH- 
OMA (Tonsillektomie und tuberkulise llalslymphome ) 
H. WissLer 


Davos 
Schweiz. med. Wehnschr. 75:927-28, Oct. 20, 1945 


Since the good results obtained by 
tonsillectomy, in tuberculous lymph- 
oma were emphasized in 1934 by 
Schlittler and in 1936 by Oppikofer, 
this method has become the method 
of choice in treatment of these cases. 
The present writer has observed re- 
currence following tonsillectomy in 
a number of cases, and for this reason 
made a follow-up study of patients so 
treated from 1930 to 1943. Of a 
total of 63 cases, 22 suffered recur- 
rence and exacerbation following ton- 


sillectomy. In 12 of the recurrent 
cases the tonsils showed _ specific 
changes, in 2 none. It is emphasized 
that Oppikofer’s series consisted 
chiefly of far-advanced cases with fis- 
tula, which may explain his better re- 
sults, since tonsillectomy frequently 
does suffice to close old fistular open- 
ings. It is emphasized on the basis of 
these findings that tonsillectomy will 
not prevent further progress of cervi- 
cal glandular tuberculosis even if per- 
formed early. 


13. Oral Surgery 


SURGERY OF THE MANDIBLE: THE AMELOBLASTOMA 


LouIs 


‘T. Byars and BERNARD G. SARNAT 


St. Louis, Mo. 
Surg., Gynec. & Obst. 81:575-84, Nov. 1945 


Ameloblastoma arises from the en- 
amel organ during a particular phase 
of tooth development, namely, mor- 
phodifferentiation. It is found as a 
rule near the angle of the mandible 
in young adults. Diagnosis depends 
upon microscopic findings. The tu- 





mor grows slowly and unless com- 
pletely removed will continue to 
grow (rather than recur), but rarely 
becomes malignant. Good results 
cannot be expected from curettement, 
cauterization with drugs, or radiation. 
The lesion must be (1) completely 
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enucleated if unilocular, (2) cauter- 
ized by heat if not too large and 
multilocular, or (3) if extensive, re- 
sected, including a small amount of 
normal bone. The technic of removal 


and subsequent reconstruction surgery 
is discussed. 

[An excellent account of the present 
status of ameloblastoma (more commonly 
known as adamantinoma) by very compe- 
tent authors.—Ep. | 


14. Plastic Surgery 


RECONSTRUCTION OF THE COLUMELLA NASI. A METHOD 
ADVANTAGEOUS FOR THE FEMALE PATIENT 


Frep Z. HAvENs 
S. Clin. North America, Mayo No.:877-79, Aug. 1945 


In a female patient who had lost 
the columella and who wished to 
avoid scarring, a small tubed flap was 
prepared in the submental region. 
Six weeks later the distal end of the 
tube was disconnected and reattached 
at a point on the right side of the chin 
(Fig. 398). Three weeks later the 
other end was transferred to a point 
just lateral to the angle of the mouth. 


By employing successive transfers at 
3-week intervals, the tube was 
“walked” up to its final position to re- 
store the columella. The results were 
satisfactory. The scarring at the 
points of. successive attachment was 
insignificant. Hospitalization was not 
required. In male patients scarring 
due to the use of a flap prepared from 
the upper lip can be concealed by a 





Illustration by courtesy of Surgical Clinics of North America. 
and W. B. Saunders Company, publishers. 
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mustache. In the case of the female 
patient the method described avoids 
the risk of noticeable scarring of the 
upper lip and in the one case in which 
the author used it the result was ex- 
cellent. 3 figures. 

[One should consider himself very for- 
tunate to obtain “insignificant” scarring 


of the face from the successive transfer of 
a small tubed flap such as was described. 
The inner side of the forearm or wrist 
would appear to offer a more suitable in- 
termediate point of attachment which 
would obviate entirely the scars of the face 
necessitated by the successive transfers de- 


scribed. —Ed. | 


PLASTIC SURGERY OF NASAL FRACTURES 


Epwarp S. 


LAMONT 


Hollywood, Calif. 
\m. J. Surg. 69:144-54, Aug. 1945 


Nasal fractures are often over- 
looked at the time of the injury, and 
nasal deformities result from such un- 
treated fractures. Before surgery is 
employed for the correction of such 
deformities, a plaster cast of the face 
is made; one side of the nose is mea- 
sured and marked to indicate the size 
and contour that will correct the de- 
formity and fit the patient’s face. If 
there is a depressed fracture or saddle 
nose, modeling clay may be employed 
to build up the deformity. 

The septal cartilage is almost al- 
ways displaced in unreduced fractures 
of the nose, but submucous resection is 
not necessarily indicated. When this 
operation is necessary it should be 
done 4 to 5 months after the nasal re- 
construction. In other cases various 
methods have been employed to cor- 
rect the deviation of the septum and 
hold it in place. 

A bony deformity of the bridge of 
the nose is corrected by removing the 
anterior excess with bone saws, doing 
a lateral osteotomy through the nasal 
process of the maxillary bones, and 
deflecting the distal fragments medi- 
ally. The upper lateral cartilages are 
separated from the septum in the 
midline, and a hyperbolic wedge is 
taken on each side to narrow the nose 
and provide better breathing space. 


When the nasal deformity is such 
that a cartilage implant is necessary, 
the author has recently employed ne- 
crocartilage. Rib cartilage is taken 
from patients “in exitus”; the peri- 
chondrium is removed; the cartilage 
is fixed in formaldehyde for 4 days, 
then washed and refrigerated in 
colorless merthiolate solution 1:1,000. 
Previous to the operation, a plaster 
cast of the patient’s face is made, and 
modeling clay used to reconstruct the 
nasal defect. The necrocartilage 1s 
sculptured to conform to the clay 
model, and returned to the merthio- 
late solution for refrigeration. Several 
small holes are bored in the cartilage 
to allow for the entrance of granula- 
tion tissue. This necrocartilage suit- 
ably modeled can be used as a frame- 
work for any part of the nose. When 
it is employed over the bridge of the 
nose, a pocket to fit the implant is 
created between the upper and the 
lower cartilages. The method has 
been employed in 75 cases with re- 
sults as good as those obtained with 
autogenous cartilage; some of these 
patients have been followed up for 3 
years, and no marked clinical change 
in the cartilaginous implants has been 
noted. The advantages of the use of 
necrocartilage are that no chest op- 
eration is necessary, the implant can 
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be modeled before operation, and 
keeping it in refrigeration allows it 
to curl im vitro rather than in vivo. 
16 references. 10 figures (illustrating 
cases ). 

[A good account of what is frequently 


DIRECT FLAP REPAIR OF 


DEFECTS OF 


done in the treatment of nasal deformities 
due to fractures. The preparation of the 
necrocartilage implant prior to operation 
appears to have merit, if one prefers to use 
the preserved rather than the autogenous 
cartilage.—Ep. | 


THE ARM AND 


HAND: PREPARATION OF GUNSHOT WOUNDS FOR 
REPAIR OF NERVES, BONES AND TENDONS 


James Barretrr Brown (Col., M.C., 


U.S.), St. Louis, Mo., BRapForp Can- 


non (Major, M.C., A.U.S.), Boston, Mass., WavreR C. GraHam (Major, M.C., 


A.U.S.), Santa Barbara, 
Mo., C. PARKE SCARBOROUGH Me ipt., 
Bowporn Davis (Capt., M.C., 

(Capt., M.C = 


Calif., Cart E. LiscHer (Capt., M.C., 
M.C., A.U.S.), Baltimore, Md., Wittiam 
4.U.S.), Bz altimore, Md. and ANDREW M. Moore 
A.US.), S ot. Louis, Mo. 


A.U.S.), St. Louis, 


Ann. Surg. 122:706-15, Oct. 1945 


Wounds leaving large surface de- 
fects and crippling scars of the arm 
and hand can be repaired with direct 
abdominal and chest flaps and rarely 
require delaying or tubing of these 
flaps. The direct type of flap is pre- 
pared in 10 to 30 minutes, and usu- 
ally can be detached in 14 to 20 days 
ready for necessary deep work on 
bone, nerve or tendon. Direct flaps 
also may be employed within the first 
few days of injury, and tendon and 
bone fragments can be spared and 
bone union accelerated. 

In diagnosis and recording of arm 
and hand injuries a separate note for 
each finger is needed. The fingers 
are simply called 1, 2, 3, 4, and 5 
and the joints A, B, and C. The open 
wound is prepared or the scarred area 
resected to afford adequate minute 
blood supply. When the dissection 
is done under a tourniquet, this is re- 
leased and hemorrhage is controlled 
before the flap is applied. The flap is 
located on the abdomen or chest, in 
the lower quadrant on the same side, 
for a hand. The pedicle is preferably 
up towards the chest for the volar 
surface, and down toward the in- 


guinal region for the dorsal surface. 
The flap is raised with a broad, short 
base, and is cut to fit the defect with 
allowance for shinkage, i.e., about 
one-third. The bed of the flap may 
be reduced in size by sutures along 
the edge, and the remaining defect 
may be grafted with a split-graft. A 
closed wound permits easier conval- 
escence but is not essential. The flap 
is sutured loosely along its base, and 
then closed around 2 or 3 sides with 
deep fine sutures and a few skin su- 
tures. It is then firmly fixed with ad- 
hesive and a cotton waste pressure 
dressing is applied, which permits in- 
spection of the circulation of the flap. 
Other phases of treatment dis- 
cussed include pressure dressings, 
splints, thumb rotation, donor areas, 
free skin grafts vs. flaps, cross arm 
flaps, detaching flaps, the donor site 
and thinning flaps. Internal wiring to 
maintain separation of the thumb 
from the fingers during time of at- 
tachment to the abdomen is shown in 
a diagram. 4 references. 4 figures. 
[An excellent account of the use of di- 
rect skin flaps by authors who have had an 
exceptionally extensive experience in the 
handling of serious war injuries.—Eb. | 
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TAPE METHOD OF SKIN-GRAFTING 


SAMUEL G. BeRKow (Lt. Comdr., M.C., U.S.N.R.) 
U.S. Nav. M. Bull. 45:1-13, July 1945 


A tape method of skin grafting is 
described, the essential feature of 
which is the use of sterilized trans- 
parent adhesive tape on which the 
graft is removed, transferred and se- 
cured to the recipient area. Various 
forms of tape have been employed, 
the most satisfactory being a cloth 
film tape. Several skin cutting instru- 
ments have been constructed, all on 
the Padgett principle but especially 
adapted to the use of 11% in. tape, 
which is most easily manipulated. 
In the model that is now employed, 
the adjustment is obtained by a 
device for rotating the blade which 
controls the angle of the cutting 
edge with reference to the swivel 
shoe. The rest of the instrument 1s 
solidly fixed; the cutting edge is a 
single safety razor blade; a roller and 
spring are attached to the swivel to 
keep the forward end of the tape 
under tension. Clearance, 1.e., graft 
thickness, is measured by a “feeler 
gauge.” The instrument is small, 
compact, and easy to manipulate; it 
1s called a “dermasector,” to distin- 
guish it from the dermatome. 

For the procedure of skin graft- 
ing, the tape is cut into strips approx- 
imately 10 in. long and autoclaved; 
a small piece of Holland cloth cut 
from the tape covering is fastened to 
one end of each tape. Donor and re- 
cipient areas are prepared, washed 
with alcohol and rinsed with ether. A 
small strip of the autoclaved tape is 
placed on the desired thickness of 
feeler gauge, and gauge and tape in- 
troduced from the back of the blade 
of the dermasector, between the 


swivel shoe and the cutting edge. The 
adjusting screw is turned until the 
razor edge touches the gauge; the in- 
strument is then locked in this posi- 
tion and the gauge removed. A length 
of the autoclaved tape is applied 
smoothly to the donor skin, except 
for 2 in. from the end from which 
the cutting is to be started. The instru- 
ment is placed on the tape over the 
donor skin so that the tape edges are 
even with the sides of the instrument; 
the free end of the tape is threaded 
over the forward roller and secured 
to itself, with tension. The graft is 
then cut in the usual way. The tape 
with the adherent skin 1s cut free from 
the roller, fitted to the recipient area, 
and fastened to the adjacent skin with 
the extra length of tape on either side. 
Several strips of tape are fastened 
over the first tape to secure the graft 
firmly. If a number of such grafts are 
used to cover a recipient area, each 
graft-bearing tape is trimmed to the 
graft margins; the taped grafts are 
placed on the recipient area and fast- 
ened to each other and to the adjacent 
skin with additional strips of tape. No 
further dressing may be needed on 
smooth surfaces. Elsewhere the usual 
routine dressing and splinting are em- 
ployed. The results with the tape 
method of skin grafting have been 
favorable. Four illustrative cases are 
cited, showing its advantages in va- 
rious conditions in which split-skin 
grafts were indicated. Further im- 
provements in this method are being 
considered, especially the develop- 
ment of special types of tape. 5 ref- 
erences. 16 figures. 
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[This represents another interesting 
modification of the technic of skin grafting 
‘which is based on the principle of the 
Padgett dermatome. Its chief limitation 


NYLON BACKING FOR 


appears to be the width of the graft which 
can be taken (i.e., 1% inches) although 
several strips may be used to cover the re- 
cipient area.—Ep. | 


DERMATOME GRAFTS 


Ross W. Green, Srancey M. Levenson and Cuarves C. Lunp 
Boston, Mass. 


New England J. Med. 233:268-70, Aug. 30, 


The use of nylon as a backing for 
skin grafts cut with the Padgett der- 
matome is reported. The drum of the 
dermatome is coated with dermatome 
cement and the backing film cemented 
to the drum as smoothly as possible; 
new coats of cement are then applied 
to the film and to the donor site and 
the graft cut as usual. The backing 
prevents contraction of the graft, the 
graft is much easier to handle, and no 
sutures are necessary to keep it at its 
original size and tension. It is kept in 
place by a suitable pressure dressing. 
After the graft is healed the backing 1s 
easily peeled off. The fine-gauge ny- 
lon cloth employed has been found 
more satisfactory as a backing for der- 
matome grafts than cellophane. The 
grafts may be cut thinner than if no 
backing is used (0.2 mm. thick, if 
desired) and the donor site heals 
more rapidly. An illustrative case 1s 
reported in which this method was 
used for grafting a burn. 3 refer- 
ences. 6 figures. 


1945 


| This is an interesting addition to the 
technic of the Padgett dermatome skin 
graft which may prove to be very useful. 


-Ep. | 


REFERENCES TO CURRENT ARTICLES 
Device for Fixation of a Wolfe Graft. IL 
C. Michaelson (Major, R.A.M.C.), 
Brit. M. J. 2:49, July 14, 1945. De- 
scribes a for 
holding a Wolfe graft in place while it 
is being sutured. “The device avoids both 


stainless steel instrument 


the trauma inevitably resulting from the 
use of forceps, and the expenditure of 
time necessary with the use of a plastic 
hook; and it gives satisfactory fixation. 
1 figure. 

Use of the Cautery in Plastic Operations 
on the Eyelids. D. Simpson, Bristol, 
England. Brit. M. J. 2:424-25, Sept. 
29, 1945. Reports the use of the Weiss 
cautery, with points varying in size ac- 
cording to the condition treated, in 

plastic surgery on the eyelids in such 

conditions as entropion, ectropion of both 
the upper and the lower lid, symbleph- 

aron, distichiasis and trichiasis, and in a 

few cases of congenital ptosis in children. 
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15. Thyroid and Parathyroid 


OBSERVATIONS ON SO-CALLED THY ROTROPIC 
EXOPHTHALMOS 


HERMANN ZONDEK and ALBERT TICHO 
Biccur Cholim Hospital and Dr. Ticho’s Ophthalmic Hospital 


Jerusalem, Palestine 
Brit. M. J. 1:836-38, June 16, 1945 


Until recently the exophthalmos of 
Graves’ disease, long recognized as 
one of its main symptoms, was con- 
sidered to be purely hyperthyroid in 
origin. But recent investigations have 
indicated that in some cases the ex- 
ophthalmos is to be attributed to the 
pituitary, especially the thyrotropic 
factor of the anterior pituitary. This 
is in accordance with the clinical ob- 
servation that a marked degree of 
exophthalmos may be associated with 
mild degrees of hyperthyroidism, and 
that in some cases the exophthalmos 1s 
made worse by thyroidectomy. 

Three cases are reported, in 2 of 
which there was extreme exophthal- 
mos and mild hyperthyroidism. In 
the third case, the exophthalmos be- 
came progressively worse after thy- 
roidectomy. In the first 2 cases x-ray 
examination showed enlargement of 
the sella turcica and bone changes 
around it. 

In the authors’ opinion, certain 
facts militate against the theory that 


so-called thyrotropic exophthalmos 1s 
due to excess of thyrotropic hormone; 
one of these is that exophthalmos 1s 
rarely present in myxedema, although 
the production of thyrotropic §hor- 
mone is abnormally increased in this 
disease. It appears more probable 
that this type of exophthalmos is “a 
part of a complex disturbance origi- 
nating in the pituitary-diencephalic 
region.” 

All 3 patients were treated by the 
administration of di-1odo-tyrosine, 
200 to 300 mg. daily for 2 weeks at 3- 
week intervals. In 2 cases irradiation 
of the pituitary was also employed. 
All 3 patients responded: favorably, 
and partial removal of the orbital 
roof, for relief of intraorbital pres- 
Sure, Was not necessary in any in- 
stance. 17 references. 2 figures. 

| ‘There is a growing tendency of inves- 
tigators to attribute the production of ex- 
ophthalmos to disturbances originating out- 
side the thyroid gland. This paper adds 
the pituitary-diencephalic region to the list 
of possibilities. —Ep. | 


MALIGNANT EXOPHTHALMOS OR EXOPHTHALMIC 
OPHTHALMOPLEGIA 


GarrRicK ROBERTSON 
Auckland, New Zealand 
Australian & New Zealand J. Surg. 14:262-65, April 1945 


Five cases of malignant exophthal- 
mos are reported in which the exoph- 
thalmos developed or became worse 





after thyroidectomy, although the op- 
eration had lowered the basal meta- 
bolic rate and relieved the thyrotoxic 
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symptoms. Three of these patients 
had not had exophthalmos prior to 
thyroidectomy although the basal 
metabolic rate was high, plus 40. to 
plus 50 per cent. After operation the 
rate fell to 0 or slightly minus. Ex- 
ophthalmos developed from 2 weeks 
to 12 months after the thyroidectomy. 
All these patients were treated by 
thyroid extract given in sufficient dos- 
age to raise the basal metabolic rate 
and increase water excretion. The eye 
condition was said to be controlled by 
this method in all these cases. In an 
earlier series of 5 patients with malig- 


EXTRATHYROID EFFECTS 


nant exophthalmos of the same type, | 
was treated by decompression of the 
orbit, 1 by excision of the stellate 
ganglion, and 2 by x-ray treatment of 
the pituitary gland, together with su- 
ture of eyelids or other measures to 
probe the cornea. Two of these pa- 
tients lost both eyes; 2 lost 1 eye each, 
with diminution of vision in the op- 
posite eye. 2 references. 

[This is an unusual report in that all 
these 5 cases were controlled by the use of 
thyroid extract. ‘This not been the 
experience of others who have carried out 
this method of treatment.—Eb. | 


has 


OF THIOURACIL THERAPY 


Eira H. FisHBERG and JEFFERSON VORZIMER 
New York, N. Y. 


J. ALM. 


Thiouracil will bring about a drop 
in the basal metabolic rate in all pa- 
tients suffering from hyperthyroidism. 
It has, however, serious toxic effects 
and the patient must be kept under 
continuous medical observation 
that the drug may be promptly dis- 
continued and further injury to the 
patient prevented. The precautions to 
be observed are very similar to those 
employed for the careful administra- 
tion of sulfonamide drugs. However, 
examination of the red blood cells ts 
not necessary, as no injury to the 
erythrocytes has been noted. The 
main danger is agranulocytosis. A 
white blood count must be done every 
second or third day, and the drug 
must be stopped instantly if there is 
a sudden drop in the total leukocyte 
count, or if the granulocytes drop be- 
low 45 per cent. 

If there is a sudden rise in tempera- 
ture, accompanied by arthralgia, my- 
algia, lymphadenopathy or the ap- 


SO 


\. 128:915-21, July 28, 1945 


pearance of a rash, the drug must be 
discontinued. It is well to instruct 
the patient to inform any physician 
called in of the medication being tak- 
en, so that sulfonamide drugs or other 
compounds containing the benzene 
ring are not prescribed. The patient 
should be given only 2 or 3 days’ 
supply, just enough to last until the 
next blood count. 

Since this drop in the white count 
can occur with disconcerting sudden- 
ness at any time, it is doubtful wheth 
er thiouracil is as yet ready for long 
continued use in routine medical prac- 
tice, until some method of protecting 
the bone marrow is perfected. The 
use of pyridoxine, vitamin Be, in 
prophylactic doses of 150 mg. daily 
by mouth, or 200 mg. intravenously 
where a severe drop in the leukocyte 
count has taken place, seems at pres- 
ent to be most promising. Fourteen 
cases are reported in detail. | refer- 
ence. 
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[This is an excellent review particular- 
ly of the dangers of the use of thiouracil 
and suggests a safe routine to follow.— 
Ep. | 
REFERENCES ‘TO CURRENT ARTICLES 
A Case of Aberrant Suprahyoid Thyroid 

Tumour. H. A. Kidd. Brit. M. J. 

1:807, June 9, 1945. In the case re- 

ported, the patient, a woman 30 years 

of age, had a tumor in the midline be- 
tween the mandible and hyoid bone. 

She was overweight and had prominent 

eyes. At operation, the tumor was found 

to be entirely above the hyoid and was 
easily removed; a smaller one which 
appeared to be normal thyroid tissue, 
was found below the hyoid. As no 
thyro‘'d gland could be palpated, the 
second tumor was not removed. The 
histologic examination of the tumor re- 
moved showed atypical epithelial hyper- 
plasia of ectopic thyroid tissue. Since 
operation the patient has lost weight; 
the remaining tumor has enlarged and 
its consistency suggests cystic changes 

so that removal may be necessary. A 

brief review of the literature on aberrant 

thyroid tumors is presented. 4 refer- 

ences. 1 figure. [Removal of such a 

tumor is indicated and at the same time 


it is wise to explore carefully both thy- 
roid areas for similar tumors.—Eb. ] 


Thiouracil in Thyrotoxicosis: Observa- 
tions in the Treatment of Thirty-Two 
Patients. William S. Reveno, Detroit, 
Mich. J. A. M. A. 128:419-23, June 
9, 1945. It was found that an initial 
dose of 0.6 gm. in 3 doses of 0.2 gm. 
each is adequate for all ordinary pur- 
poses. As improvement occurs the dose 
may be reduced to ().2 gm. twice daily 
(12 hours apart). Once the basal met- 
abolic rate is stabilized between plus 
5 per cent and minus 10 per cent, a 
maintenance dose of 0.1 to 0.3 gm. suf- 
fices to keep the patient in remission. 
Observations should be made every 2 
weeks at first and later every 4+ weeks. 
Patients may be ambulatory. In_ toxic 
diffuse goiter improvement occurred in 
3 weeks and in toxic adenoma in 9 
weeks. Previous iodization delayed im- 
provement especially in toxic adenomas. 
Of the series 29 patients responded fa- 
vorably, 2 were not treated long enough 
and 1 was resistant to the drug. Myx- 
edema developed in only 1 case. [These 
observations are in line with other re- 
ported series. In the purely hyperplastic 
glands the response is quicker.—Ep. | 


16. Thoracic Surgery 


PREOPERATIVE AND POSTOPERATIVE TREATMENT OF 
THORACIC SURGICAL CASES 
ALTON OCHSNER 


New Orleans, La. 
S. Clin. North America, Nationwide No.:1106-14, Oct. 1945 


Some of the most important fac- 
tors in preoperative treatment of pa- 
tients who are to be subjected to 
thoracic surgery are whole blood 
transfusions for anemia, and re-estab- 
lishment of a normal plasma protein 
level. The plasma protein level can 
be restored to normal by the ingestion 


4 


of a high protein and high carbohy- 
drate diet and by the intravenous ad- 
ministration of amino acids or plasma. 
The daily caloric intake should be 
4,000 calories or more. Administra- 
tion of thiamine chloride (from 5 to 
10 mg. 3 times a day) may stimulate 
the appetite. A normal prothrombin 
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level can be restored by hypodermic 
administration of synthetic vitamin K 


(menadione), 10 to 20 mg. 2 or 3 
times daily. Vitamin C is recom- 
mended preoperatively in all pa- 


tients with infection or ulcerative proc- 
esses. Ascorbic acid is given routine- 
ly, in doses of 50 to 100 mg. 3 times 
a day preoperatively for 4 to 7 days. 
Bronchoscopic examination and drain 
age supplemented by bronchography 
are invaluable aids. 

The incidence of postoperative em 
pyema following lobectomy for pul- 
monary bronchiectasis has 
been greatly reduced by preoperative 
and postoperative administration of 
penicillin (15,000 units every 3 hours 
intramuscularly for about a week be 
fore operation and postoperatively for 
a week or 10 days). Other preopera- 
tive measures include artificial pneu 
mothorax and repeated aspirations of 
pleural effusion. A patient who is to 
undergo thoracoplasty should be am 
bulatory for some time before the op- 
eration. Major surgical procedures 
require special caution if the vital ca- 
pacity is less than 1,200 cc. 
erative 


abscess or 


Postop 
care includes bronchoscopic 
aspiration immediately after thoracic 
operation. After operation the pa- 


EVACUATION HOSPITAL 


tients should be placed in the hori- 
zontal position or, if there is much se- 
cretion, in the Trendelenburg or 
head-down position. The patient is 
usually placed on the operated side. 
When he has recovered from the an- 
esthetic and shock, a sitting posture is 
recommended. Application of com- 
pression bandages from the toes to the 
groin immediately after operation and 
active movement as soon as possible 
will minimize or prevent circulatory 
stasis in the lower extremities; also 
deep breathing should be encouraged. 

Other factors in postoperative care 
are discussed, including oxygen ther 
apy, nursing care, sedation, fluids, 
diet, inhalations, and drainage. In 
cases with associated or postoperative 
infection penicillin should be given 
for about 10 days after operation to 
diminish the danger of pleural infec 
tion. If the patient is penicillin-fast, 
sulfadiazine is recommended. If in- 
fection of the pleural cavity with 
pocketing of the exudate occurs in 
spite of catheter drainage, open thor- 
acotomy and adequate drainage are 
indicated. In the absence of definite 
contraindication patients should be 
out of bed on the third or fourth post- 
operative day. 


EXPERIENCES WITH WAR 
WOUNDS AND INJURIES 


OF THE CHEST: 


A PRELIMINARY REPORT 


PauL W. SANGER (Lt. 
122:147 


Ann. Surg. 

This report concerns the manage- 
ment of 1,210 cases of wounds and in- 
juries of the chest and includes illus- 
trative case reports. Preoperative rec- 
ommendations are listed as follows: 
large occlusive vaselined gauze dress- 
ing over the wound; whole blood for 


Col., M.C., A.U.S.) 
-62, Aug. 1945 

shock; immediate aspiration of hem- 
othoraces (without air replacement); 
autotransfusion with thoracentesis 
blood; trocar-thoracotomy for. pres- 
sure pneumothorax; intercostal nerve 
block; tracheal and bronchial aspira- 
tion and oxygen therapy. 
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Points of surgical technic which de- 
serve emphasis include endotracheal 
anesthesia and intravenous fluid sup- 
ply, preferably blood, during opera- 
tion. Débrided sucking wounds should 
be enlarged for exploration of the di- 
aphragm or control of hemorrhage. 
Conservative surgery is recommend- 
ed, minimizing the importance of 
foreign body removal unless the lat- 
ter be large, accessible or in a vital 
organ. Formal thoracotomy 1s indi- 
cated to control hemorrhage, to close 
large bronchopleural fistulae as well 
as in known or suspected thoracoab- 
dominal or esophageal lesions. 


The most important features of 
postoperative treatment include bron- 
chial aspiration (catheter or broncho- 
scopic), aspiration of all air imme- 
diately after operation, repeated in- 
tercostal nerve block and continued 
nasal administration of oxygen if 
dyspnea persists. Penicillin is admin- 
istered intramuscularly, 25,000 units 
every 3 hours. Coughing and breath- 
ing exercises should be encouraged, 
with daily or necessary thoracentesis 
without air replacement. The patient 
is evacuated as soon as he can be trans- 
ported with safety. Sixteen cases are 
reported in detail. 1 figure. 


COMBINED INJURIES OF THE THORAX AND ABDOMEN 


CHARLEs SrTruartr WeEtcH (Lt. Col., 


M.C., A.U.S.) and Joun E. Tuny 


(Capt., M.C., A.U.S.) 
Ann. Surg. 122:358-74, Sept. 1945 


Fighty-three cases of combined in- 
juries of the thorax and abdomen seen 
at an evacuation hospital are classified 
into + principal types: thoracoabdom- 
inal, abdominothoracic, thoracoretro- 
peritoneal, and thoracic and abdomi- 
nal injuries. Wounds were on the 
right side in 48 cases with 8 deaths; 
on the left side with 12 deaths in 48 
cases. The 2 patients died in whom 
the chest on one side and the abdomen 
on the other side were involved. The 
operability rate was 88 per cent. Half 
of the patients had associated injuries. 


17. Chest Wall 


The 5 types of operation performed 
in these cases included (1) thoracot- 
omy and transdiaphragmatic opera- 
tion; (2) thoracotomy and transdi- 
aphragmatic operation combined with 
celiotomy; (3) celiotomy alone; (4) 
repair of the kidney; and (5) wound 
exploration with suture of the pleura 
if required. Indications for each type 
are listed. Five of the 40 right-sided 
cases and 7 of the 30 left-sided cases 
died during the period of observation 
following operation. The operative 
mortality rate was 17 per cent. 


THE TREATMENT OF INTRATHORACIC WOUNDS 
Wma. M. Turrve (Major, M.C., A.U.S.), H. T. Lancsron (Capt., M.C., 
A.U.S.) and Roper T. Crowvey (Capt., M.C., A.U.S.) 

Surg., Gynec. & Obst. 81:158-68, Aug. 1945 


In a series of 320 cases of intrathor- 
acic wounds, there were 51 wounds of 
the lower chest with injury to the di- 


aphragm; a thoracotomy had _ been 
done in 49 of these cases at a forward 
installation with repair of the dia- 
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phragm. In 2 cases wounds of the 
diaphragm had been overlooked; in 
both the wound was on the right side 
with injury to the liver. A bronchial 
fistula had developed in each case, 
and decortication of the lung with 
closure of the fistula was done. In 
spite of the fact that many of these 
patients had injuries to the abdominal 
viscera as well as the thoracic injury, 
there were no deaths in this series. In 
27 cases, the results were good, with 
full expansion of the lung; in 6 cases, 
the results were fair, with some 
pleural obscuration in the lower chest; 
and in 16 cases the results were poor 
and further surgery was necessary for 
treatment of empyema or hemotho 
rax. From these results it is evident 
that early treatment by thoracotomy 
is “imperative” in thoracoabdominal 
wounds. 

In 26 cases in this series, metallic 
foreign bodies had been removed at 
forward hospitals by thoracotomy; 
there were 8 poor results in this group 
(30.7 per cent). There were 68 cases 
in which foreign bodies were present. 
In 22 instances the foreign bodies 
were too small to remove; in 2 in- 
stances with larger foreign bodies the 
patients were so ill from other wounds 
that operation could not be done and 
they were sent to the zone of the in 
terior. In 44 patients thoracotomy 
was done for the removal of a foreign 
body, and in 36 of these the presence 
of the foreign body was the only in 
dication for thoracotomy—a group 
comparable to the group operated on 
in forward hospitals. There was only 
1 poor result (empyema) in_ this 
group, 2.7 per cent. In 8 cases, the 
presence of the foreign body was not 
the only indication for thoracotomy: 
in 7 cases an organizing hemothorax 
was present that required decortica- 


tion of the lung, and in | case an em- 
pyema was treated by rib resection 
and drainage: Results were good in 
all these cases. The results in these 
cases, as compared with those in which 
the foreign body was removed in a 
forward hospital, show that early sur- 
gery for removal of metallic foreign 
bodies is not justified. With bone 
fragments, the case against early re- 
moval is not as strong as in the case of 
metallic foreign bodies, as bone frag 
ments may cause serious damage. The 
authors are of the opinion, however, 
that early thoracotomy is not indicat- 
ed, because such fragments are often 
difficult to find in a badly wounded 
lung when hematoma is still present 
and also because the percentage of 
poor results is higher with early 
thoracotomy than with later operation. 

There were 17 cases of wounds of 
mediastinum, heart and pericardium; 
an early thoracotomy had been done 
in 9 of these cases; the results were 
good in all. In 8 cases, foreign bodies 
were present in the mediastinum or 
pericardium; | of the foreign bodies 
in the pericardium and | in the medi- 
astinum were so small that removal 
was not attempted; in the others op- 
eration was done with good results. In 
wounds of the mediastinum the 
wound of entrance and course of the 
missile determine whether early sur- 
gery is indicated or not; if there is 
any question as to possible damage 
to important structures, early opera- 
tion 1s necessary. 

In civil life, the authors have treat- 
ed most cases of hemothorax follow- 
ing chest injuries by aspiration with 
good results. In the series of war 
wounds reported, it was sometimes 
impossible to obtain blood by aspira- 
tion even within a few hours after 
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wounding. In 31 cases early. thorac- 
otomy had been done, but good re- 
sults were obtained in only 10. (32.2 
per cent), fair in 3, and poor in 18 
(58 per cent); in the latter group, all 
but 1 required further surgery. In 
119 patients with hemothorax who 
had had no previous thoracotomy, 76 
(63.8 per cent) were successfully 
treated by aspiration; 4_ patients 
showed a moderate amount of pleural 
obscuring after aspiration, but did not 
require further surgery. Operation 
was done on 39 patients in which as- 
piration failed; in 30 instances the 
lung was decorticated; 10 of these 
patients showed gross infection. In 9, 
rib resection and drainage of an em- 
pyema were done. Results were good 
in 27 of the 30 cases of decortication 
and in 7 of the 9 cases of rib resection 
and drainage. There was 1 death in 
the series due to a brain abscess com- 
plicating an empyema. The authors 


are of the opinion that in infected 
and organizing hemothorax, decorti- 
cation of the lung is the treatment of 
choice. It results in more rapid ex- 
pansion of the lung, reduces the in- 
cidence of chronic empyema, and ob- 
viates the necessity of wearing an em- 
pyema tube for long periods. Early 
thoracotomy is not indicated in hem- 
othorax; aspiration should be tried 
first. The results in this series indi- 
cate that in war wounds later thor- 
acotomy is required in a larger per- 
centage of cases than in civilian 
wounds. 

Tension pneumothorax was ob- 
served in only 2 cases and subcutane- 
ous emphysema in | case. Of the 320 
patients in this series, 61 returned to 
full duty and 104 to limited duty in 
the same area; 90 were returned to 
the United States because of other 
wounds, although the chest wound 
had healed satisfactorily. 2 tables. 


SUCKING WOUNDS OF THE CHEST 
CHARLEs Sruart Wetcu (Lt. Col., M.C., A.U.S.) and Jonn E. Tuny 
(Capt., M.C., A.U.S.) 


Surg., Gynec. & Obst. 


Sucking wounds of the chest are 
seldom encountered in civilian prac- 
tice and are infrequent in military 
hospitals not in the field, but are fre- 
quent among the seriously wounded 
admitted to evacuation hospitals. The 
authors have treated 70 cases of suck- 
ing wounds of the chest in an evacua- 
tion hospital in a 3-month period; 
these cases represented 8.1 per cent 
of 859 casualties admitted with in- 
juries of the thorax. The diagnosis 
of open chest wound had usually been 
made at a forward installation and an 
occlusive vaseline gauze dressing ap- 
lied with tight adhesive strapping, but 


81:183-91, Aug. 1945 


in some cases the diagnosis had been 
missed, and a sucking wound was 
found under the original battle dress- 
ing. When the diagnosis was made 
an occlusive dressing was applied. All 
patients with sucking wounds of the 
chest were treated first in the shock 
ward, and oxygen therapy was started 
if necessary because of dyspnea and 
cyanosis. At least 2 units of plasma 
and 500 cc. of blood were given as a 
rule in these cases, and in most cases 
larger amounts of whole blood were 
necessary before and during opera- 
tion. Morphine was given as neces- 
sary to relieve pain and restlessness. 
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Physical examination of the chest and 
a survey of the patient for other 
wounds were carried out as soon as 
possible, but roentgenograms were 
not made until the patient was out 
of shock and did not require continu- 
ous administration of oxygen. The 
period between the time of injury and 
of operation varied greatly, but av- 
eraged 23.5 hours; the time between 
admission to the hospital and opera- 
tion also varied, but averaged 10 
hours. 

Of the 70 patients admitted with 
sucking wounds of the chest, 6 died 
without operation and 64 were op- 
erated on. Endotracheal ether anes- 
thesia was employed in 45 of these 
cases, and an ether-oxygen mixture 
with the anesthesia machine in 6 cases. 
Pentothal sodium was used with ni- 
trous oxide and oxygen from the ma- 
chine in 10 cases in which the wound 
was small and there was little respira- 
tory difficulty; this form of anesthesia 
is not recommended for thoracotomy. 
Local procaine anesthesia was em- 
ployed in 3 cases. 

Simple débridement of the wound 
with or without resection of a frac- 
tured rib and closure of the thorax 
was done in 25 cases. This was usual- 
ly followed by aspiration of the hem- 
opneumothorax with a syringe and 
large needle, or intubation of the 
chest for closed catheter drainage if 
there was a large hemopneumothorax, 
if infection of the pleural cavity was 
present, or if there were signs indicat- 
ing that a tension pneumothorax 
might develop. This type of opera- 
tion is indicated only in small sucking 
defects, and in_ thoracoabdominal 
wounds in which “the major problem 
is in the abdomen,” and there is little 
damage to the lung. There was | 
death in this series of 25 patients, in 


a patient with a serious abdominal 
wound. 

Thoracotomy was performed in 23 
cases; rib resection was done in 21 of 
these cases, and in 9 cases segments of 
more than 1 rib were removed. In 
these cases after hemostasis of the 
chest wall and insertion of a self- 
retaining retractor, blood and clots 
were evacuated and the pleural cavity 
inspected with a lighted retractor; 
lacerations of the lung were sutured 
in 6 of these cases. Large foreign 
bodies were sought and removed if 
possible; unless a small foreign body, 
1.e., | cm. or less in-diameter, could be 
found easily, no prolonged search 
was made for it. Many of the wounds 
in this group were of the perforating 
type, in which no foreign bodies were 
present. Closed catheter drainage, 
separate from the thoracotomy in- 
cision, was used in 20 of these 23 
cases. Closure of the thoracotomy in- 
cision was done in layers, usually em- 
ploying a 3-layer muscular closure; 
pedicled muscle grafts were often 
sutured into the pleural defect. A 
mixture of sulfanilamide and penicil- 
lin powder, 4 to 1, was dusted into the 
wound, before closing the subcutane- 
ous tissues. There were + deaths in 
these 23 cases, 2 due to shock and 
hemorrhage immediately after opera- 
tion. 

In 16 cases thoracotomy and trans- 
diaphragmatic repair of upper ab- 
dominal structures were done; rib re- 
section was necessary in 10 of these 
cases; suture of the lung was done in 
2 cases, and removal of shell frag- 
ments from the lung in 2 cases. In 5 
cases a laparotomy as well as thor- 
acotomy was done, but in 11 the ab- 
dominal injuries could be handled 
from the thoracic approach alone. 
There were 6 deaths in this group, 4 
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of which were due to traumatic and 
operative shock. 

Oxygen therapy was continued aft- 
er operation in most of these cases, 
with blood and plasma as indicated by 
the patient’s condition. Penicillin was 
given intramuscularly in doses of 20,- 
000 units every 4+ hours, and sulfa- 
diazine 6 gm. daily except in nephrec- 
tomy cases and in cases requiring gas- 
tric suction. The chest catheter was 
usually removed in 48 hours, after 
40,000 units of penicillin had been in- 
jected. Subsequent aspiration of fluid 
was done in 26 patients, in 18 of 
whom only one such aspiration was 


necessary. Re-expansion of the lung 
was encouraged by breathing exercis- 
es, and by having the patient sit up 
over the side of the bed several times 
a day on the fourth postoperative day 
and thereafter. This latter procedure 
was not employed with patients with 
thoracoabdominal wounds, but these 
patients were “propped up” in bed 
and deep breathing encouraged. The 
over-all mortality rate in this series 
of 70 cases was 24 per cent and the 
operative mortality rate 17 per cent, 
which is higher than that with other 
types of penetrating and perforating 
wounds of the pleural cavity. 


THE MANAGEMENT OF, INTRATHORACIC AND THORACO- 
ABDOMINAL WOUNDS IN THE COMBAT ZONE 


Howarp E. Snyper (Lt. Col., M.C., A.U.S 
Ann. Surg. 122:333-57, Sept. 1945 


. 
This discussion includes the man- 
agement of all patients with chest 
wounds from the time first aid is 
rendered until after primary defini- 
tive surgery has been performed in a 
field or evacuation hospital and the 
patient is ready for evacuation to a 
Base Hospital. The conclusions are 
based on a study of case reports on all 
major thoracic wounds admitted to 
the Second Corps hospitals in Tunisia 
and Sicily and all battle casualty 
deaths in the Fifth Army hospitals 
since Jan. 1, 1944. The details of 
hospitalization, tirage, first-aid man- 
agement and preoperative manage- 
ment of wounds in the chest in hos- 
pital installations are described. 
Severe wounds of the chest receive 
first-priority management. Endo- 
tracheal oxygen ether through a closed 
apparatus capable of positive pressure 
is recommended for all perforating 
and penetrating wounds of the chest. 


Immediate, well-directed resuscita- 
tive measures plus thoracotomy are 
indicated in patients with thoracoab- 
dominal wounds or with continuing 
intrathoracic hemorrhage or large 
bronchial fistulae. Open chest wounds 
should be properly occluded with 
gauze and adhesive strapping until 
the patient reaches a hospital properly 
equipped for intrathoracic surgery. 
Aspiration without air replacement 
is indicated early’ and repeatedly if 
necessary in hemothorax. This prac- 
tice prevents recurrence. In order to 
achieve a high survival rate, large 
pneumothoraces must be aspirated 
early, and pressure pneumothoraces 
continuously by catheter water-seal 
drainage. An important aid to ther- 
apy is intercostal nerve block which 
will relieve pain, facilitate deep 
breathing and the expulsion of blood 
and mucus from the tracheobronchial 
tree. Whole blood is preferable for 
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replacement therapy, and autotrans- 
fusion of pleural blood should be used 
when possible. The blood should be 
infused slowly after the systolic blood 
pressure has reached 80 mm. Hg. 
Only enough blood to resuscitate the 
patient should be given. Most chest 
wounds require only débridement of 
the chest wall, preceded and followed 
by suitable chest management, re- 
placement measures and oxygen ther- 
apy. 

In some cases thoracotomy through 
the wound is indicated and less fre- 
quently a formal thoracotomy by sep- 
arate incision is preferable. 

In patients with multiple wounds, 
thoracoabdominal wounds and com- 
bined intrathoracic and abdominal 
wounds, surgery of the chest should 
be attended to first in all except a very 
few cases. In_ thoracoabdominal 
wounds a thoracic approach is indicat- 
ed supplemented by celiotomy only if 
the abdominal lesions cannot be 
reached through the diaphragm. In 
perforating and penetrating wounds 
of the chest, blood, air and foreign 
bodies should be removed from the 
pleura and the latter should be ir- 
rigated with physiologic saline solu 
tion. At the termination of all oper- 
ations involving opening of the 


18. Pleura 


FARLY PULMONARY 


DECORTICATION 


pleura, the lung should be inflated out 
to the chest wall for complete expan- 
sion and all fluid and air should be 
evacuated from the pleura. Chemo- 
therapy with sulfonamides or penicil- 
lin is not discontinued until the pleura 
is free of air and fluid and lung con- 
solidation has been resolved. 9 case 
reports. 12 references. | diagram 
showing the line of evacuation of bat- 
tle casualties. 
REFERENCES TO CURRENT ARTICLES 
Hereditary Multiple Exostosis: Review of 
the Literature and Report of a Case 
With Horner-Bernard Syndrome as a 
Complication. Lloyd D. Fisher, Clare 
Parsons and Cecil C. Cutting. Perma- 
nente Foundation M. Bull. 3:124-36, 
July 1945. A unique case is reported 
of an exostotic lesion arising from the 
third rib and causing a Horner’s syn- 
drome. The Horner’s syndrome in this 
patient was not disabling, even though 
objectionable cosmetically. The pain in 
the upper back was mild and seemed to 
improve under observation. Barium 
studies of the esophagus showed a shift 
to the right, but no obstruction. The 
mass contained much cartilage, and in 
view of the persistence of a considerable 
amount of cartilage in this exostosis it is 
possible that growth may continue and 
that symptoms might arise which would 
necessitate surgical removal of this tu- 
mor at a later time. 


IN THE TREAT- 


MENT OF POSTTRAUMATIC EMPYEMA 


Tuomas H. Burrorp (Major, M.C., A.U.S.), Epowarp F. Parker (Major, 
M.C., A.U.S.) and Pau C. Samson (Major, M.C., A.U.S.) 
Ann. Surg. 122:163-90, Aug. 1945 


A plan of treatment of posttrau- 
matic empyema based on its pathol- 
ogy is presented, and consists of early 
pulmonary decortication under peni- 


cillin protection. The essential data 
on 25 cases in patients from 18 to 30 
years of age are tabulated. Where 
pleural infection was limited to the 
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basal portion of the thorax, or when 
it was small or encapsulated, simple 
rib resection drainage was performed. 
In very ill patients, preliminary rib 
resection and drainage were impera- 
tive. Unless the cavity disappeared 
and the lung expanded promptly 
thereafter, decortication was indicated. 
Following bacteriologic examination 
of the pleural exudate, 25,000 units 
of penicillin were administered every 
3 hours, with a total of 200,000 units 
every 24 hours. Transfusions of 500 
to 1,000 cc. of whole citrated blood 
were given daily until the plasma 
proteins were restored to their normal 
level and until hematocrit values 
reached 40 per cent or more. The dur- 
ation of penicillin therapy prior to op- 
eration varied from 24 hours to 17 
days, the rational period being 48 to 
72 hours. Defervescence cannot be 
expected until the infected focus has 
been removed. 

The anesthetic employed in this 
series was endotracheal gas-oxygen- 
ether. Through a posterolateral in- 
cision just below the angle of the 
scapula on the affected side, the pleur- 
al cavity was entered through the 
sixth interspace. Most operations 
were done without costal section or re- 
section. The lung is then liberated 
from the parietal pleural peel to pre- 
vent injury to the lung when the ribs 
are spread. Rib-spreading retractors 
are introduced and the blades wid- 
ened gradually. Debris is removed 
from the empyema cavity, which is 
carefully explored for bronchopleural 
fistula. The cavity is then washed out 
with physiologic saline solution The 
process of decortication is described in 
detail. The lung is brought to full re- 
expansion and examined for tears, 
which if found are repaired by inter- 
rupted sutures of fine silk. 


In 3 cases, pulmonary abscesses had 
to be dealt with at the time of opera- 
tion. The abscess was opened, the 
necrotic lining membrane débrided 
by sharp dissection, and the defect in 
the lung closed with 2 or more layers 
of fine silk. Residual tough secondary 
membrane adhering to the visceral 
pleura must be carefully removed. 
Intrapulmonary foreign bodies may 
be removed by opening the lung, the 
incision being repaired with fine silk. 
An attempt must be made to re-ex- 
pand the lung fully and obliterate in- 
trapleural dead space. Two or 3 inter- 
costal tubes are inserted to maintain 
pulmonary expansion. Following in- 
tercostal nerve block, the pleural cav- 
ity is washed out with sterile saline 
solution and the cavity aspirated dry. 
When the lung is completely out to 
the chest wall, closure is completed 
and then 25,000 to 50,000 units of 
penicillin in 100 cc. of physiologic 
saline are injected into the cavity 
through the tubes, an equal amount 
through each tube. The 2 anterior 
tubes are permitted to drain at 
once under water, but the posterior 
tube is left occluded for 6 hours after 
operation to prevent escape of peni- 
cillin. The patient is bronchoscoped 
before leaving the table. During op- 
eration, 1,000 to 2,000 cc. of blood 
are administered. 

Returned to his room, the patient 
is placed on his back with the bed 
level. After he has fully reacted, the 
back rest is raised and he is instructed 
to breathe deeply and cough at inter- 
vals. Morphine, food and intraven- 
ous fluids are given as indicated. Us- 
ually 1 or 2 transfusions will be need- 
ed during the first 2 or 3 postopera- 
tive days. Systemic penicillin is con- 
tinued until the tubes are out and the 
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temperature has been normal for 2 or 
3 days. The anterior catheter is re- 
moved as soon as apical expansion is 
attained, usually in from 48 to 72 
hours. The posterior tube is left in 
place as long as there is any consider- 
able discharge through it. As a rule 
it can be removed by the seventh to 
tenth day. 

Should complete recovery not take 
place and basal empyema develop, a 
2-inch section of rib is removed (us- 
ually the eighth ) in the posterior axil- 
lary line, and a large rubber tube is 
introduced and connected to a water- 


19. Lung 


seal bottle. Sutures are removed on 
the sixth or seventh day and the pa- 
tient is then allowed up. Deep breath- 
ing and attention to posture are urged. 
Shoulder and arm motion on the op- 
erated side are encouraged. 

Primary cure was obtained in 19 
of these 25 cases of empyema. Six 
patients developed a small recurrent 
basal empyema. There was a slight 
superficial wound infection in 1 case, 
and | death 8 weeks after operation, 
which was not attributed to the opera- 
tion. 12 references. 1 table. 13 fig- 


ures. 


PENICILLIN IN THE TREATMENT OF CHRONIC INFEC- 
TIONS OF THE LUNGS AND BRONCHI: AN ANALYSIS 


OF 


NINETY-THREE CASES 


EARLE B. Kay (Major, M.C., A.U.S.) and RicHarp H. Meape, JR. 
(Lt. Col., M.C., A.U.S.) 
J. A. M. A. 129:200-204, Sept. 15, 1945 


The value of penicillin was studied 
in the treatment of 93 patients with 
chronic infections of the lungs and 
bronchi. Routine bronchoscopy was 
done before, during and after penicil- 
lin therapy. Penicillin is of value in 
the treatment of acute exacerberations 
of chronic infections, superimposed 
attacks of bronchopneumonia, chronic 
bronchitis, minimal bronchiectasis and 
advanced bronchiectasis wide- 
spread for pulmonary resection. It is 
also helpful in preparing the patient 
for operation, as an adjunct to sur 


too 


RELAXING THORACOPLASTY: PRELIMINARY 


QO. C. Brantrican, T. 


gery, making possible operative inter 
vention otherwise impossible, and in 
reducing the postoperative complica- 
tions. Penicillin has no permanent 
value in the treatment of advanced 
bronchiectasis. 

Pulmonary resection should not be 
withheld when indicated. In pulmo- 
nary suppuration, chronic lung ab- 
scesses and fungous infections penicil- 
lin will decrease the general manifes- 
tations of toxicity, promote sympto- 
matic improvement and prepare the 
patient for operative intervention. 


REPORT 


B. Aycock, R. HorrmMan and H. J. WELCH 


Baltimore, Md. 
J. Thoracic Surg. 14:287-308, Aug. 1945 


Based on the 3 general types of 
tuberculous lungs, namely, the lung 
with increased tension, the lung with 


neutral pressure, and the lung with 
decreased tension, and upon the work 
of Monaldi, an operative procedure 1s 
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outlined. Believing that a relaxed 
thoracic cage might be more desirable 
than a rigid collapsed thoracic cage 
the authors suggest an operative tech- 
nic primarily for patients with tension 
cavities and for patients with exten- 
sive disease from the apex to the ‘base 
on one side but without giant cavities. 
Early results seem very encouraging. 

The operative technic is described 
in detail. The operation was _per- 
formed on 33 patients. The longest 


period of observation was about 2 
years and the shortest, 10 months. 
Three patients had the relaxing thor- 
acoplasty converted into a standard 
thoracoplasty and 1 of these died. 
There were 5 deaths. Two of these 
followed the third and fourth relax- 
ing operations, respectively. Many 
patients who formerly had no hope 
of recovery are thus rendered amen- 
able to surgical treatment. 


NONTUBERCULOUS LUNG ABSCESSES IN CHILDREN: 
SURVEY OF SIXTY-FOUR CASES 


VINCENTE D’INGIANNI 


New Orleans, La. 
J. Thoracic Surg. 14:258-64, June 1945 


A report is presented of 64 cases of 
nontuberculous abscess of the lung in 
children seen from 1931 to 1941 at 
the Charity Hospital in New Orleans. 
Forty-two patients were males and 22 
females; 51 were white, 13 were Ne- 
groes. One patient was cured (1.5 per 
cent); 24 patients were improved 
(37.5 per cent); 13 were unimproved 
(20.3 per cent) and 26 died (40.6 
per cent). Only 3 of the patients (4.7 
per cent) were operated upon (drain- 
age of empyema, |; insertion of cath- 
eter, |; thoracentesis, 1). The con- 
clusions of the author from this study 


are that palliative therapy is inade- 
quate and that “extirpation” of dis- 
eased tissue seems a more feasible 
form of therapy. 


| With the first of the author’s conclu- 
sions, there can be no disagreement. Since 
not a single case of the series had adequate 
surgical therapy and since only 1 case was 
cured of the entire series, the conclusion 
concerning lobectomy and pneumonectomy 
is largely theoretical. The consensus of 
opinion is that the choice of therapy at 
present stands in this order: (1) early 
drainage, (2) extirpation, and (3) pallia- 
tive (a poor third ).—Eb. | 


NON-PENETRATING PULMONARY INJURIES 


EDWARD PHILLIPS 


Permanente Foundation M. 


Ninety-five cases of nonpenetrating 
pulmonary injuries seen at the Per- 
manente Foundation Hospitals during 
the past 2% years are analyzed, in- 
cluding 33 patients with intact thorax 
and 62 patients with associated frac- 





Bull. 3:97-111, July 1945 


tures of the thoracic cage. Following 
a review of the literature the various 
types of pulmonary injuries are de- 
scribed and tabulated with illustrative 
cases. The difficulties and pitfalls. of 


diagnosis are emphasized. Careful 
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physical and roentgenologic examina- 
tions are needed for accurate diag- 
In treatment special stress is 
placed on the prevention of compli- 
cations including bronchospasm, pul- 
monary atelectasis, pulmonary edema 
and pneumonia. It is emphasized that 
such nonpenetrating pulmonary in- 
juries are probably more common 


nosis. 


PNEUMONIA FOLLOWING 


EDWARD 


Permanente 


The author reports 56 cases of 
pneumonia following nonpenetrating 
chest injuries, 20 patients having an 
intact thorax and 36 thoracic cage 
fractures. Whereas 40 patients de- 
veloped pneumonia at the site of the 
direct trauma only, 16 patients de- 
veloped pneumonia at the site of the 
“contre-coup” pulmonary injury. Of 
the later group, 7 also had pneumonia 
at the site of the direct trauma. The 
course and complications in this post- 


STUDIES IN OLEOTHORAX. 


NON-PENETRATING 
INJURIES: A STUDY OF 


Foundation M. 


Il. THE USE OF OILS 


than has been suspected. Severe pul- 
monary injury may be unsuspected 
and unrecognized clinically and even 
missed at autopsy. Pulmonary injuries 
in the intact thorax comprise more 
than one-third of all cases of nonpen- 
etrating pulmonary injuries in this 
series. 


CHEST 
FIFTY-SIX CASES 


PHILLIPS 


Bull. 3:112-23, July 1945 

traumatic pneumonia are like those 
of mild to moderately severe primary 
pneumococcic pneumonia. Prophy- 
laxis of posttraumatic pneumonia re- 
quires: prevention of reflex pulmo- 
nary atelectasis; restoration of normal 
vital capacity; attenuation of thick, 
tenacious bronchial mucus. The pa- 
tient must be protected from respira- 
tory infection in others. Sulfonamide 
or penicillin should be given in ade- 
quate doses. 


S IN DISIN- 


FECTANT OLEOTHORAX AND IN THE RE-EX- 
PANSION OF THE LUNG IN TUBERCULOUS 
EMPYEMA (PRELIMINARY REPORT) 


PauL D. Crimm and J. J. WEsTRA 


Evansville, Ind. 


J. Thoracic Surg. 


The use of irritant oils in oleothor- 
ax, such as peanut oil and cod-liver 
oil, causes marked clinical improve- 
ment by reducing the toxic effects of 
the tuberculous infection. An irritant 
oil not only physically inhibits the 
growth of the tubercle bacillus but 
stimulates production of exudate, 
which seals the focus of infection. 





14:270-79, Aug, 1945 


Periodic evacuation of pus and intro- 
duction of oil to fill the entire pleural 
cavity diminishes risk of spreading in- 
fection. Irritant oil helps to form an 
obliterative pleuritis which re-ex- 


pands the lung. This re-expansion, 
which avoids thoracoplasty or limits 
its extent, is of aid to the patient if the 
contralateral lung becomes infected. 
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The use of irritant oils in oleothorax 
adds a reversible procedure to the 
treatment of tuberculous empyema, 
which often demands an irreversible 
one. Of 20 patients with tuberculous 
empyema subjected to this treatment, 


6 have had re-expansion of the lung 
without requiring thoracoplasty for 
either the empyema cavity or the in- 
fected lung. Of the remaining 14 
patients, 10 have oleothoraces nega- 
tive for tubercle bacilli. 


ADENOMA OF THE BRONCHUS 


HERMAN J. Moerscu, WivuiaM S. Tinney and Joun R. McDonacp 
Rochester, Minn. 
Surg., Gynec. & Obst. 81:551-58, Nov. 1945 


Adenoma of the bronchus 1s a rel- 
atively common tumor occurring in 
younger persons than does carcinoma 
of the bronchus and, in contrast to 
bronchiogenic carcinoma, more com- 
mon among women than among men. 
The tumor grows slowly and diag- 
nosis may be late. Cough is the most 
common and earliest symptom of ade- 
noma of the bronchus. Other symp- 
toms include hemoptysis, asthmatoid 
wheeze and recurrent -bouts of pul- 
monary infection. The bronchoscopic 
picture is usually characteristic, but 


final diagnosis depends on microscopic 
findings. The characteristic §micro- 
scopic picture is described. Treatment 
depends on the location of the tumor, 
the degree of secondary pulmonary 
suppuration and the patient’s genera] 
condition. The authors believe. that 
endoscopic destruction of the tumor 
and destruction by surgical extirpation 
of the tumor by means of lobectomy 
or pneumonectomy constitute the 
most satisfactory methods of treat- 
ment. 12 references. 7 figures. 


ADENOMA OF THE BRONCHUS 


Haro.tp E. Harris 
Cleveland Clinic, Cleveland, Ohio 
Cleveland Clin. Quart. 12:73-81, July 1945 


The symptoms of bronchial ade- 
noma are primarily those of bronchial 
obstruction; chronic cough, which 
may be productive or nonproductive, 
is the most common symptom. Hem- 
optysis may occur suddenly and be 
severe, owing to the vascularity of the 
tumor. Diagnosis is made by bron- 
choscopy and removal of tissue for 
histologic study. When the tumor is 
located so as to be accessible to the 
bronchoscope, it can usually be re- 
moved by electrocoagulation; the tip 
of the bronchoscope is useful for cor- 


ing out the tumor and “scrubbing” 
the bronchial wall to remove any par- 
ticles of tumor remaining. If bron- 
chiectasis has developed distal to the 
tumor, surgical removal of the bron- 
chiectatic portion of the lung may be 
indicated. If stenosis of the bronchus 
is caused by an extrabronchial tumor 
mass, lobectomy or pneumonectomy is 
indicated, according to the location of 
the lesion. Surgery is also indicated 
when the tumor is in the upper lobe 
bronchus and inaccessible to broncho- 
scopic removal. 
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live cases of bronchial adenoma are 
reported. In 1 of these cases, total 
pneumonectomy was done, because the 
tumor was in the upper lobe, and also 
because biopsy showed bronchial ade- 
noma with squamous cell metaplasia 
of the bronchial mucosa. In another 
case a left lower lobectomy was ad- 


vised because of extensive bronchiec- 
tasis in this lobe that persisted after 
removal of the tumor; this was not 
done, because of the development of 
mental symptoms. In the other cases 
the tumor was removed by bronchos- 
copy. 5 references. 5 figures. 


BRONCHOSCOPY AND THE SURGEON 


Brian Briapes (Lt. Col., M.C., 
M.C., 
S. Clin. North America, 


Preoperative bronchoscopy may be 
divided into 2 phases, diagnostic and 
therapeutic. Diagnostic bronchoscopy 
is used to establish the presence of 
endobronchial tumors, foreign bodies, 
ulcerations or stenosis of the bronchi. 
Biopsy material or cultures of secre 
tions obtained through the broncho- 
scope may establish a positive diag- 
nosis when disease is present. Visualhi- 

zation of the source of pus in suppura- 
tive diseases of the lung is an aid in 
the precise localization of the lesion. 
It is rarely excusable to omit examina- 
tion of the tracheobronchial tree in 
candidates for major thoracic surgery. 
The preoperative therapeutic use of 
the bronchoscope is largely confined 
to cases of pulmonary suppuration in 
which operative interference 1s con- 
templated. For instance, in patients 
with bronchiectasis or pulmonary ab- 
scesses, bronchoscopic aspirations are 
frequently followed by diminution of 
the amount of sputum and improve- 
ment of general condition. In a few 


A.U.S.) and L. H. Mouse (Major, 
A.U.S.) 
Nationwide No.:1083-95, Oct. 1945 


cases of pulmonary abscesses, broncho- 
scopic aspiration may result in evacua- 
tion of pus and healing of the abscess 
cavity, particularly if bronchoscopy is 
performed before the lesions become 
chronic. 

More than 50 per cent of endo- 
bronchial tumors can be visualized 
through the bronchoscope. Failure to 
obtain tissue for a positive diagnosis, 
however, does -not justify postpone- 
ment of exploratory operations. The 
chances of successful treatment of 
endobronchial tumors by removal 
through the bronchoscope are limited. 
Early optimistic statements on the 
cure of pulmonary and_ esophageal 
cancer by peroral endoscopy have not 
been substantiated by the hard facts 
of experience. Suction applied 
through the bronchoscope immediate- 
ly before intrathoracic’ operations for 
lung abscess or bronchiectasis 1s not 
recommended. 3 references. 4 fig- 
ures. 





i 7 -—- | 


—-. 


aa «aS eae 


a 


ec- 
ter 
10t 


of 


Ses 


al 








QUARTERLY REVIEW OF SURGERY 








LUNG ABSCESS 


5; AN ANALYSIS OF 244 CASES 


ANIBAL ROBERTO VALLE 


Charlottesville, Va. 


Surg., Gynec. & Obst. 


In a series of 244 cases of lung ab- 
scess, the lower lobes were most fre- 
quently the site of the lesion; the 
right lower lobe was involved more 
frequently than the left. In 41 cases 
the lung abscess developed after ton- 
sillectomy under ether anesthesia and 
in 27 cases after abdominal operations 
under general anesthesia. 

Cough was the most frequent and 
the earliest symptom in these cases; 
it was usually dry at first and produc- 
tive later; 88.6 per cent of the pa- 
tients had foul sputum. Hemoptysis 
occurred in 57.8 per cent of cases; 
chest pain was present in 94 per cent, 
chills and fever in 90 per cent. The 
duration of the disease varied from 3 
weeks to 19 years; all cases in which 
the duration was more than 2 months 
were considered chronic; on this basis 
the condition was chronic in 134 cases, 
with an average duration of a year, 
and acute in 110 cases. 

In all cases except those with ab- 
scess in the upper lobes, postural 
drainage was given a fair trial. In 
some cases cure was obtained by this 
procedure combined with bronchos- 
copy. One or more bronchoscopies 
were done in 92 per cent of patients. 
This procedure was used for both di- 
agnosis and treatment. Of 80 patients 
treated by bronchoscopy alone, 47 
showed improvement. Patients who 
are in bad condition may often be so 
improved by bronchoscopy that surgi- 
cal drainage can be done with less risk. 


External drainage of the abscess 
was found to be the most effective 
surgical treatment. Accurate localiza- 





81:278-86, Sept. 1945 


tion is essential to determine the best 
approach. When the site of operation 
is determined, an incision is made 
along the ribs to be resected; as a rule 
2 ribs are resected subperiosteally in 
about 10 cm. lengths. In the series 
reported, the actual cautery was used 
to unroof the abscess. If the lung is 
not adherent to the parietal pleura, 
this operation is done in 2 stages, in 
order to create adhesions. If the 
lung is adherent, needle-aspiration 1s 
first used to determine the exact posi- 
tion of the abscess cavity, after which 
the cavity is widely opened with the 
cautery. All necrotic tissue and pus 
are removed by suction and the cav- 
ity is packed with acriflavine gauze 
and a dry dressing tightly applied. 
The pack is changed in 4 to 5 days un- 
der general anesthesia; subsequent 
changes can be made with the use of 
morphine. After the second dressing 
the pack is applied more loosely to 
allow re-expansion of the lung. The 
cautery operation was done in 97 cases 
in the series reported; a 2-stage oper- 
ation Was necessary in approximately 
50 per cent. When the abscess was 
near the periphery of the lung, and 
opened into the pleural space with re- 
sulting empyema, thoracotomy drain- 
age with rib resection was done; this 
procedure was employed in 37 cases. 
Lobectomy was done in 28 cases in 
which the cavity did not heal and 
bronchopleural fistulas were present 6° 
months or more after the cautery op- 
eration; as a rule mass ligation of the 
hilar structures was necessary because 
of the many adhesions and presence 
of scar tissue in chronic lung abscess; 
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individual ligation was possible in 
only 7 of the 28 cases. In 2 cases total 
pneumonectomy was done because of 
multiple abscesses involving the entire 
lung. 

The mortality rate for the entire 
series was 27.4 per cent. Of patients 
treated by bronchoscopy 61 per cent 
were improved and the mortality rate 
was 20 per cent. Of the 164 patients 
who had surgical treatment, 61.2 per 
cent were improved; the mortality 
rate was 38.8 per cent. The majority 


of the patients in the author’s series 
had chronic lung abscess; in such 
cases conservative treatment may be 
tried first. In acute cases, however, 
the author believes that surgical 
drainage should be instituted as soon 
as the diagnosis is made. 
ences. 5 tables. 


16 refer- 


[The use of general anesthesia to change 
the pack in the open drainage operation is 
seldom necessary. Many authors have re- 
ported a lower percentage for utilization of 


the 2-stage procedure.—Ep. | 


ATELECTASIS 
Lioyp H. Mouser 
S. Clin. North America, Mayo No.:777-87, Aug. 1945 


In many cases conservative treat- 
ment of atelectasis will suffice. This 
consists of frequent turning of the pa- 
tient from side to side, encouraging 
him to cough, and the use of deep 
breathing exercises. Conservative 
measures should not be used for more 
than 2 hours after atelectasis devel- 
ops. If not relieved within 2 hours, 
the patient should be given the benefit 
of bronchoscopic aspiration, for if the 
latter is delayed longer pneumonitis 
may develop. Two cases are presented 
to illustrate the results obtained by 
bronchoscopic aspiration. 

The first case illustrates the value 
of direct vision bronchoscopy with 
aspiration of the bronchus of each 
separate lobe. Aspiration of the pa- 
tient’s trachea by catheter was carried 
out frequently during the operation 
but atelectasis developed in spite of 
frequent aspiration. In the second 
case the ball-valve action of a mucous 
plug found distal to the edematous 
mucous membrane in the bronchus of 
the lower lobe of the right lung was 
of interest, for, after aspiration, ate- 


lectasis seemed to disappear but ap- 
peared again 14 hours after aspiration. 
Probably the edema continued to ob- 
struct the bronchus after aspiration 
and atelectasis once more developed 
in the lower lobe of the right lung. 
Since the irritating mucous plug had 
been removed, the edema soon sub- 
sided and the lobe once more became 
filled with air. 10 fig- 
ures. 


5 references. 


REFERENCES TO CURRENT ARTICLES 
Studies in Oleothorax. I. The Bacteriostatic 
Action of Oils on the Tubercle Bacillus. 
Paul D. Crimm and Veronica F. Mar- 
tos, Evansville, Ind. J. Thoracic Surg. 
14:265-70, Aug. 1945. The virulence 
of the tubercle bacillus is not affected by 
cod-liver oil and peanut oil. The oils 
available today are probably more highly 
purified than formerly and freed of sub- 
stances responsible for the bacteriolytic 
These 
oils have an inhibitory action on the 
growth of the tubercle bacillus. It seems 
probable that the oils adherent to the 
tubercle bacilli inhibit their growth by a 
physical rather than a chemical action. 
Spontaneous Lobectomy. D. R. Humph- 


action noted by other writers. 
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reys, Birmingham, England. Brit. M. 
J. 2:185-86, Aug. 11, 1945. Two 
cases of B. friedlinder pneumonia com- 
plicated by empyema are reported. Sur- 
gical drainage of the empyema was nec- 
essary. During drainage, lung tissue 
was expelled. In 1 case the lower lobe 
was involved. This patient made an un- 
complicated recovery. In the other case 
the expulsion of an upper lobe was fol- 
lowed by secondary hemorrhage and a 
transient abscess in the opposite upper 
lobe. “The patient has recovered except 
for a residual bronchocutaneous fistula. 
In both cases the tissue expelled was 
necrotic but showed the typical pulmo- 
nary structure. Other cases of spon- 
taneous lobectomy due to B. friedlander 
have been reported. “This organism ap- 
parently has some special ability to cause 
sloughing of lung tissue. [These cases 
may have been associated with venous 
infarction. QOne editor had such a case. 
—Ep.] 

Large Fibroma Arising from the Pulmo- 
nary Pleura of the Right Lower Lobe. 
A. W. Faweett, Sheffield, England. 
Brit. M. J. 2:425, Sept. 29, 1945. In 
the case reported, the chief symptom was 
pain in the right lower chest; there was 
no cough. Examination showed a dull 
area at the base of the right lung with 
weak breath sounds. The area of dull- 
ness increased rapidly and fluid formed 
in the pleural cavity; when aspirated it 
was found to contain cells which might 
be malignant. At operation, a large 
tumor was found in the lower part of the 
right pleural cavity originating from the 
pulmonary pleura. It was removed 
without difficulty; as there was a little 
bleeding from the area of detachment, 
the lung was sutured. The patient made 


20. Mediastinum 


a good recovery; the tumor proved to 
be a fibroma, undergoing hyaline degen- 
eration. 1 figure. 


Tumor of the Lung Due to Cryptococcus 


Histolyticus (Blastomycosis). B. A. 
Dormer, J. Friedlander, F. J. Wiles 
and F. W. Simson, Durban, South Af- 
rica. J. Thoracic Surg. 14:322-29, 
Aug. 1945. ‘The authors report a case 
of tumor of the lung due to blastomy- 
cosis (Cryptococcus histolyticus) success- 
fully removed at operation. Guinea- 
pig inoculation was positive. ‘The men- 
inges of the patient were also the site of 
cryptococcus infection. “The secondary 
meningitis responded to large doses of 
potassium iodide. The possibilities of pre- 
operative administration of potassium 
iodide are considered. 


The Importance of Ascorbic Acid (Vita- 


min C) in Chest Surgery. E. de Jesus 
Zerbini, St. Louis, Mo. J. Thoracic 
Surg. 14:309-21, Aug. 1945. The 
amount of ascorbic acid in some patients 
was studied before and after lobectomy, 
pneumonectomy, and esophageal resec- 
tion. Only | patient had a normal level 
before the operation and 9 patients 
showed complete absence of ascorbic acid 
in the plasma. Operation per se reduces 
the plasma ascorbic acid, and the level 
remains low during a long or short inter- 
val according to the postoperative com- 
plications and treatment. Normal plas- 
ma ascorbic acid level before and after 
the operation may be maintained by ad- 
ministration of 1,000 mg. of ascorbic 
acid every 24 hours. All patients with 
chronic surgical chest conditions should 
be given large doses of ascorbic acid be- 
fore and especially after important oper- 
ations. 


See Index for Related Articles 
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21. Heart 


INTRACARDIAC FOREIGN BODY: REPORT OF A CASE 
WITH RECOVERY 
Rosert SHAPIRO (Lt., M.C., U.S.N.R.) 
Am. Heart J. 30:88-91, July 1945 


A radioman of 21 years was struck 
by several pieces of ricocheting shrap- 
nel from a Japanese battery. He was 
given first aid and taken to the hos- 
pital 8 hours later. He complained 
only of a dull ache in the right side of 
the chest and some dyspnea. On ad- 
mission he was in shock. Examination 
revealed shrapnel wounds of the right 
arm, right iliac crest and one in the 
back on the right side near the angle 
of the scapula. X-rays revealed hemo- 
pneumothorax on the right side, and 
a metallic foreign body superimposed 
on the cardiac shadow. 

Following treatment for shock the 
pleural effusion was aspirated and the 
collapsed lung gradually re-expand- 
ed. The patient was then transported 
to the Naval Hospital. X-ray ex- 
amination revealed a rectangular for- 
eign body embedded in the wall of 
the right ventricle in the region of the 
conus arteriosus and 3 small metallic 
fragments in the soft tissue on the 
right side below the level of the dia- 
phragm. The right fourth rib was 
fractured near the axillary line, site of 
entry of shrapnel. An electrocardio- 
gram showed no abnormalities except 
a slight sinus tachycardia, low voltage 
of the QRS complex in Lead I, and 
left axis deviation. Auricular rate, 
100, ventricular rate, 100; P-R inter- 
val 0.12 second; and ORS, 0.08 sec- 
ond. Leads CF,, CF. and CF, were 


normal. At the present time the pa- 

tient is entirely well clinically and has 

no cardiac symptoms or signs. 

REFERENCES TO CURRENT ARTICLES 

Traumatic Rupture of the Interventricular 
Septum. ‘Terence East. Brit. Heart J. 
7:116-18, July 1945. A male, 19 years 
of age, was thrown forcibly against a 
steering wheel, hurting the. front of his 
chest. He was hospitalized for 2 weeks. 
No cardiac murmur was noted, but later, 
after he had returned home, a murmur 
was heard. He was then referred for 

further examination. An intense rough 

systolic murmur was audible all over the 

precordium. A strong systolic thrill ac- 

companied the murmur. “The murmur 
had not been there before the accident 
but seemed to develop as a result of the 
blow on the chest, after a latent period 
of about 2 weeks. ‘There were no symp- 
toms; the signs suggested rupture of the 
interventricular septum. 

Historical Aspects of Cardiac Resuscita- 
tion. Robert F. Barber, New York, 
N. Y. and John L. Madden (Capt., 
M.C., A.U.S.). Am. J. Surg. 70:135- 
36, Oct. 1945. A discussion is presented 
of studies on cardiac resuscitation by 
Schiff (1874) confirmed by Tuffier and 
Hallion (1898), of Niehaus (1889), 
Prus and Batelli (1900), Kuliabko 
(1902-03), Boureart (1903), and col- 
lections of cases reported since 1901. 
The total number of cases so far report- 
ed is 143, with recovery of 48 (33 per 
cent) followed manual massage of the 
heart. 
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22. Esophagus 


IDIOPATHIC DILATATION OF THE ESOPHAGUS: DIFFER- 


ENTIATION OF CLINICAL 


TYPES AND SUCCESSFUL 


OPERATION IN INTRACTABLE CASES 


W. J. Merve Scorr 


Rochester, N. Y. 
\nn. Surg. 122:582-605, Oct. 1945 


From an analysis of a series of 85 
cases of idiopathic dilatation of the 
esophagus aided by the information 
obtained from the use of spinal anes- 
thesia, the author distinguishes + dif- 
ferent clinical types: (1) achalasia of 
the esophagus, (2) true cardiospasm, 
(3) dilatation associated with a con- 
striction at or just above the cardia, 
and (4) dolicho-esophagus. 

Achalasia, the most common type, 
usually responds well to dilatation. 
In cases of true cardiospasm the reflex 
originating focus must be found and 
removed. Cases due to a partial con- 
stricting band near the cardia will not 
as a rule respond to conservative treat 
ment. Dolicho-esophagus, an S-shaped 
lengthening with pooling of esopha- 
geal contents at different levels, re- 
quires immediate operation and is dif- 
ficult to manage if the dilatation be- 
comes enormous and infection of the 
esophageal wall ensues. The opera- 
tion of choice in those cases resisting 
usual conservative measures is subdia- 
phragmatic esophagogastrostomy (of 
the Finney pyloroplasty type). It 
should not replace conservative dilata- 
tion in most cases. 

The following points of technic are 
emphasized: The abdominal approach 
is desirable for the ordinary case. 
Adequate exposure is easily provided 
by mobilization of the left lobe of the 
liver, dividing the left triangular liga- 


ment above the liver not only in its 
flat part but on each side where the 2 
peritoneal surfaces start to separate in 
a “Y.” A tape is passed around the 
cardia, avoiding injury to the veins. 
By tightening the tape, the peritoneal 
fold at the esophageal hiatus can be 
more easily divided. Following mo- 
bilization of the lower end of the thor- 
acic esophagus by blunt dissection, 2 
inches of the latter are brought down 
into the abdomen. Traction is kept up 
throughout the first part of the anas- 
tomosis and until the 2 rows of the 
posterior part of the anastomosis are 
completed except for the small bridge 
of tissue under the tape at the cardia. 
Following removal of the tape, the 
bridge is divided and the posterior 
layer is completed with 1 figure-of- 
eight stitch. It was found unnecessary 
to tie off the esophagus with a tape, 
as advocated by Ochsner. The divid- 
ed peritoneum is reattached to the 
esophagus at a higher level before the 
stomach and esophagus are opened 
and the parts are well walled off. If 
after careful cleansing of the esoph- 
agus before operation, there is still 
some food residue, this should be re- 
moved by suction. After finishing the 
anastomosis it 1s unnecessary to reat- 
tach the left lobe of the liver. Drain- 
age was not necessary in the present 
series of cases. 35 references. 13 fig- 


ures. 
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ESOPHAGOGASTROSTOM 


Y IN THRE TREATMENT 


OF CARDIOSPASM 


O. THERON CLaGetr, HERMAN J. MoerscH and ALBERT FISCHER 


Rox hester, 


Surg., Gvnec. & Obst. 

In about 70 per cent of cases of 
cardiospasm, hydrostatic dilatation of 
the esophagus yields complete relief 
following | treatment. Recurrence in 
the other 30 per cent may take place 
immediately after treatment or as late 
Subse- 
of 


In about 2 to 5 per cent 


as 25 years after treatment. 


quent dilatation will cure most 


these cases. 


Minn. 
81:440-45, Oct. 1945 


of cases, hydrostatic dilatation does 
not yield successful results, and in 
these surgical intervention is recom- 
mended. 


The authors prefer trans- 
abdominal 


esophagogastrostomy 
which is a safe procedure and yields 
good functional results, but no retro- 
gression in size of the dilated esoph- 
agus after the operation. 17 refer- 
ences. 10 figures. 





Fic. 4.—Operative exposure. The left triangular ligament has been divided and the liver is 


retracted to 


the right. 
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Fic. 5.—Technic used in enlarging the stoma at the esophagogastric junction in Cases 1 and 
2. Note resemblance to Finney type of pyloroplasty. 


Ilustrations courtesy of Surgery, Gynecology and Obstetrics 


REFERENCES TO CURRENT ARTICLES 
A Case of Achalasia of the Cardia. John 
L. D’Silva and E. C. Turton, London, 
England. Brit. M. J. 2:461, Oct. 6, 
1945. In the case reported, when the 
patient first developed symptoms of acha- 
lasia of the cardia—dysphagia and bouts 
of vomiting —roentgenograms and 
esophagoscopy both showed the esoph- 


agus to be normal. Six months later, 
however, radiography showed a fusiform 
dilatation of the esophagus. The find- 
ings in this case show that the esopha- 
gus may be normal when symptoms of 
achalasia of the cardia are present, and 
that such a normal esophagus may en- 
large as the achalasia progresses. 4 ref- 
erences. 


23. Breast 


BILATERAL, NUMMIFORM FIBROMYOMAS OF THE NIP- 
PLES WITH UNILATERAL FIBROMYOMA AND 
PAPILLOMA MAMILLAE 


Joun J. CUNNINGHAM, SAMUEL E, CoHEN and JoHN R. CUNNINGHAM 
Binghamton, N. Y. 
Am. J. Surg. 69:155-59, Aug. 1945. 


The 30 different tumors of the nip- 
ple are listed in a table. The tumors 
listed are unilateral and uncompli- 


cated by superimposed: heterologous 
structure; the most frequent form is 
the pedunculated tumor. The present 
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case, in a woman of 42 years, showed 
bilateral tumors, discoid in form, one 
tumor being mixed and consisting of 
fibromatous and papillomatous com- 
The patient attributed the 
onset of the tumors to traumatism fol 
lowing a tight, pinching support. A 
hysterectomy was performed for uter- 
ine fibroids and 3 weeks later both 
breasts were removed by simple mas- 


ponents. 


tectomy. 21 references. 5 figures. 


— 


REFERENCES TO CURRENT ARTICLEs 


Paget’s Disease of the Nipple. Justus 
Kaufman, New York, N. Y. Am. J, 
Surg.  69:221-23, Aug. 1945. Ip 


Paget’s disease of the nipple biopsy 
should be taken in all doubtful cases, 
The characteristic intraepithelial Paget 
cells in the epidermis and in the ducts 
and the characteristic subepithelial in- 
Hammatory reaction will confirm diag- 
nosis. Local treatment is of no avail. 
Radical mastectomy Is the treatment of 


choice. 


24. Diaphragm 


THE SURGICAL 


TREATMENT OF 


THRE MORE COMMON 


TYPES OF DIAPHRAGMATIC HERNIA: ESOPHAGEAL 


HIATUS, TRAUMATIC, 


PLEUROPERITONEAL 


HIATUS, CONGENITAL ABSENCE AND 
FORAMEN OF MORGAGNI: RE 
PORT OF 404 CASES 


SruartT W. HARRINGTON 


Division of Surgery, Mayo Clinic, Rochester, Minn. 
Ann. Surg. 122:546-68, Oct. 1945 


Following a classification of dia- 
phragmatic hernia and a tabular pres- 
entation of the results of operation in 
404 cases, the different types of dia- 
phragmatic hernia are considered sep 
arately. Each type presents different 
clinical manifestations and requires 
different surgical treatment. 

In most cases of esophageal hiatus 
hernia the author prefers to perform a 
temporary interruption of the phrenic 
nerve preliminary to abdominal repair 
of the hernia. The indications for 
temporary and permanent interrup- 
tion of the phrenic nerve are speci- 
fied, for various conditions such as 
prevention of recurrence, incarcerated 
and strangulated hernia, and surgical 
treatment of partial thoracic stomach 
due to congenital short esophagus. It 
is emphasized that phrenic nerve in- 


terruption cannot replace repair of the 
hernia and the resulting atrophy may 
interfere with later attempts at radi- 
cal repair of the hernia. The technic 
of the abdominal approach and radical 
repair of esophageal hiatus hernia is 
described in detail. This type of her- 
nia has a higher incidence of recur- 
rence than any other type. Nine of 
the 10 recurrences in the entire series 
of 404 cases were of this type. In 4 
of the 9 recurrences, a second opera 
tion was required. In the group of 
320 esophageal hiatus hernias, there 
were 7 deaths, a mortality rate of 2.2 
per cent. 

In congenital short esophagus the 
diaphragm must be reconstructed over 
the elevated portion of the stomach. 
Here permanent phrenic interruption 
is indicated. After liberating the 
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— 


esophagus from its attachments about 
the hiatus, from 2 to 3 cm. of the 
esophagus can be brought down into 
the abdomen, and return of the 
stomach to its position below the dia- 
phragm is rendered possible. 

The surgical approach to traumatic 
diaphragmatic hernia may be via the 
thorax or abdomen, the thoracic ap 
proach being considered preferable 
for hernia through the right side of 
the diaphragm and the abdominal ap 
proach through an oblique left rectus 
incision for hernia of the left side. In 
extensive defects, the opening in the 
diaphragm can be repaired by fascia 
lata stabilized with linen sutures, or 
by lapping the anterior margin of the 
opening 2 to 3 cm. over the posterior 
margin. In lacerations extending to 
the margin of the thorax in which the 
diaphragmatic attachments are sev- 
ered from the thoracic wall, one not 
only overlaps the laceration of the 
leaf of the diaphragm, but also su- 
tures the diaphragmatic muscle to the 
intercostal muscles between the ribs. 

Should diaphragmatic relaxation be 
insufficient to permit repair, the thor- 
acic diameter must be diminished by 
resection of the lower ribs and thora- 
coplasty. In some cases appendicos- 
tomy or colostomy may be necessary 
to relieve obstruction. In 55 cases of 
traumatic diaphragmatic hernia, there 
were only + deaths and no recur- 
rences. 

The more common congenital dia- 
phragmatic hernias include hernias 
through the pleuroperitoneal hiatus, 
those due to lack of development of 
the posterior portion of the dia- 
phragm, and those through the fora- 
men of Morgagni or subcostosternal 
hernias. In the first 2 types, the au- 
thor prefers the abdominal approach 
through an oblique right rectus inci- 


sion. In subcostosternal hernias, the 
abdominal approach is recommended, 
usually through an oblique right rec- 
tus incision or a transverse incision in 
the epigastrium, the author preferring 
the former. 


Smaller pleuroperitoneal hernias 
may be repaired without interruption 
of the phrenic nerve, but not the larg- 
er hernias of this type. The opening 
is closed by overlapping the margins 
from 2 to 3 cm., but before complete 
closure air is aspirated from the pleu- 

ral cavity. Respiratory function is 
maintained by positive pressure dur- 
ing the operation; at the end of the 
operation a negative pressure must be 
maintained. The patient should be 
kept in the operating room until 
roentgenograms have been examined 
for any shift of the mediastinum due 
to pneumothorax. If there 1s demon- 
strable shift, air should be withdrawn 
until the mediastinum is in the mid- 
line. In 9 cases of pleuroperitoneal 
hernia there were 3 deaths and no re- 
currences. 

In congenital absence of the poste- 
rior portion of the diaphragm, poste- 
rior perirenal fascia may be used with 
complete and permanent interruption 
of the phrenic nerve. In larger open- 
ings the diameter of the diaphragm 
will have to be shortened by extra- 
pleural rib resection. In 12 cases of 
congenital absence of a portion of the 
diaphragm, there were 2 deaths and 1 
recurrence. 

In subcostosternal hernia the open- 
ing in the diaphragm must be closed 
following replacement of the abdomi- 
nal organs into the abdomen. The 
abdominal approach through the up- 
per part of the right rectus muscle is 
pre‘erred. In small linear openings 
the margins may be overlapped. In 
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larger transverse openings the an- 
terior margin of the diaphragmatic 
muscle defect may be sutured to the 
posterior sheath of the rectus muscle 
and to the anterior abdominal wall. 
Closure is facilitated by interruption 
of the right phrenic nerve. The round 


TRAUMATIC RIGHT DIAPHRAGMATIC HERNIA: 


— 


ligament of the liver may be incor- 
porated in the closure for reinforce- 
ment and to return it to its position on 
the anterior abdominal wall. In 8 
cases of subcostosternal hernia, there 
were no deaths and no recurrences, 8 
figures. 


CASE 


WITH DELAYED HERNIATION OF THE 
LIVER AND GALLBLADDER 


Currrorp H. Keene (Lt. Col., 


M.C., 


A.U.S.) and BENJAMIN CoPLEMAN 


(Major, M.C., A.U.S.) 


Ann. Surg. 


A case is reported in a man of 25 
years, in which the right hemidia- 
phragm was detached through about 
70 per cent of its costal origin. ~— 
4 months after the injury which « 
curred in a plane crash, the liver “nd 
niated into the chest, turning 180 de- 
grees on its long axis. Only moderate 
symptoms were associated with herni- 
ation of the liver and gallbladder into 
the chest and the true condition was 
suspected only after x-ray examination 
of the gallbladder. Following pre 
liminary treatment for multiple 
wounds and general supportive ther 
apy, rib resection was done and the 
liver rotated into normal position, the 
diaphragmatic opening sutured and 
the phrenic nerve crushed. Penicillin 

was administered and the operative 
wound healed by primary intention. 


Re-examination of the gallbladder 


showed it to be in normal position and 


122:191-96, Aug. 1945 


of normal shape. The liver shadow 
was also in normal position. 
REFERENCES TO CURRENT ARTICLES 
Congenital Eventration of the Diaphragm 
Surgical Management. J. Dewey Bis- 
gard and George E. Robertson, Omaha, 
Neb. Am. J. Surg. 7(0:95-99, Oct. 
1945. The authors ‘annie a case in 
an infant of eventration of the diaphragm 
There 
attempt to 


which was cured by operation. 
is no record of a previous 
treat this condition in an infant by op- 
It is suggested that some of the 
infants attributed 


eration. 

deaths in newborn 
to other causes of cyanosis and dyspnea 
are in reality the result of unrecognized 
as in this 
case, can be cured by operation. Suc- 


congenital eventration, which, 
cess in the writers’ case was probably 
easier because the diaphragm contained 
muscle and had considerable substance 
in which the sutures were well retained 
against tension. In some cases the dia- 
phragm is a very thin fibrous membrane. 
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25. Abdominal Surgery 


THREE CASES OF CLOSED INTRA-ABDOMINAL INJURY 
H. N. G. Hupson (Squadron Leader, R.A.F.V.R.) 


Brit. M. J. 


In the first case described the pa- 
tient was struck in the abdomen by the 
blades of a plane propeller; there was 
local evidence of intra-abdominal in- 
jury but there were no constitutional 
symptoms; there was an isolated tear 
in the jejunum, which was success 
fully closed with a purse-string suture. 
In the second case, a crushing injury 
resulted in rupture of the stomach 
which was thick-walled and full of 
food; there was no rupture of other 
viscera and no rupture of the dia- 
phragm. The rent in the stomach was 


2:419-20, Sept. 29, 1945 


repaired at operation and the patient 
showed temporary improvement but 


later grew worse and died. Autopsy 


showed an extensive retroperitoneal 


hematoma. In the third case, a blow 
in the ribs overlying the spleen rup- 
tured the spleen but did not break the 
ribs. There was an interval of several 
hours before any symptom of internal 
injury developed. Splenectomy was 
done, and the patient made a good re- 
covery. The spleen showed no path- 
ologic changes other than the lacera- 
tions. 


MODIFICATION OF THE TROCAR METHOD WITH POSI- 
TIVE PRESSURE FOR INSTILLING AMNIOTIC FLUID 
CONCENTRATE INTRA-ABDOMINALLY AT THE 
CLOSE OF OPERATIONS 


H. J. MERKLE 
Los Angeles, Calif. 


\m. |. 


A new technic is described for in- 
stilling amniotic fluid concentrate by 
the trocar method with positive pres- 
sure, at the close of abdominal opera- 
tions. The apparatus described has 
more durability and flexibility with 
more efficiency of action and greater 
economy of time and labor to the op- 
erator and assistants. Amniotic fluid 
concentrate should be introduced into 


Surg. 70:68-78, Oct. 1945 


the abdomen as soon as possible at the 
close of operations. Amniotic fluid con- 
centrate is contraindicated in the pres- 
ence of pus. In exceptional cases other 
methods are more advantageous than 
the trocar method. The method which 
meets the conditions and indications 
of each individual case must be em- 
ployed. 
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COAGULATION OF ABDOMINAL BLOOD AND REINFIUSION 


(Gerinnung des Bauchhihlenblutes und Reinfusion) 


HERBERT WINZELER 
Ziirich 
Schweiz. med. Wehnschr. 75:409-10, May 12, 1945 


It is usual to dilute abdominal blood 
with physiologic saline for reinfusion 
or to add citrate to prevent coagula- 
tion. The author believes that this 
practice is based on an erroneous con 
cept of coagulation. The escaping 
blood will coagulate wherever it finds 
a resting place, as in the flanks or 
pouch of Douglas. Fluid blood is more 
easily absorbed and occurs chiefly in 
massive hemorrhage. When hemor 
rhages occur in quick succession the 
blood coagulates more rapidly owing 
to an accumulation of thrombin. There 
is no point in adding citrate to filtered 
abdominal blood since the danger lies 
not in its coagulability but in_ its 
thrombin content. The more recent 
the last hemorrhage, the greater is the 
latter. According to Lengenhager’s 


ARTERIOGRAPHY 


test, 1f upon adding | ce. of recaleified 
citrate plasma to 1 cc. of abdominal 
blood, the mixture coagulates within 
| minute, the thrombin content 1s still 
too high. Experimentally only very 
large amounts of thrombin lead to 
fatal results with total coagulation of 
the lesser circulation. Smaller amounts 
cause only chills and mild reactions. 
Roche’s liquemin is a reliable anti- 
thrombin. Heparin (1 to 2 ampoules 
to 500 cc. of abdominal blood) will 
also partially or completely neutralize 
the thrombin. There is no increased 
bleeding tendency. Solid coagulation 
or fluid defibrination of the blood de- 
pends entirely upon the movement 
milieu. Since the blood cannot coagu- 
late outside of the abdomen, the ad- 
dition of citrate 1s unnecessary. 


IN DIAGNOSIS OF UPPER ABDOMINAL 


CONDITIONS 
©. A. NELSON 


Seattle, 


Wash. 


Northwest Med. 44:314-22, Oct. 1945 


Arteriograms of the upper abdomen 
are made by injecting into the aorta 8 
to 10 cc. of 80 per cent sodium iodide, 
and exposing the films instantly on 
completion of the injection. Fewer un- 
toward reactions are experienced with 
this procedure than with retrograde 
pyelography. Arteriography is dis- 
cussed as a diagnostic procedure in ar- 
teriosclerosis, portal obstruction, aneu- 
rysm, abdominal masses and vascular 
neoplasms of the kidney. The findings 
are illustrated by 14 arteriograms and 


pyelograms. One case of a small aneu- 
rysm diagnosed by this method might 
otherwise have escaped detection even 
by surgical exploration. 

In the differential diagnosis of ab- 
dominal masses, arteriography permits 
a determination of the location, size 
and shape of the organs, and demon- 
strates whether or not the mass in- 
volves one or more organs. Arteriog- 
raphy of the upper abdomen may aid 
in detecting adenocarcinoma of the 
renal cortex (hypernephroma), which 
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pyelography fails to reveal. In the 
author’s experience the only untoward 
reaction has been an occasional mild 
degree of iodism. This complication 


26. Abdominal Wall 


DESMOID 


may be prevented by forcing fluids 
and injecting hypertonic solution in- 
travenously immediately after arteri- 
ography. 


TUMOR 


CHARLES C. GREEN 


Houston, Texas 
Arch. Surg. 50:304-306, June 1945 


Physiologic trauma 1s considered as 
the exciting factor in the development 
of a desmoid, the anterior abdominal 
wall as its most common location and 
childbirth as the special type of injury 
producing it. A desmoid is a fibroma 
of the musculofascial layer of the an- 
terior abdominal wall springing from 
the transverse and the vertical fibers 
of the posterior surface of the muscle. 
It is not encapsulated, extends in the 
line of least resistance and 1s elongated 
or oval. It consists of white or pinkish 
fibrous tissue, and’ creaks when cut. 
The most extensive excision possible 
is demanded. Unless completely and 
thoroughly removed, it will recur iv 
situ but will not metastasize. Some 
writers state that desmoids will not 
undergo sarcomatous degeneration. 
The author disagrees with this opin- 
ion. The case reported was a fibroma 
of the abdominal wall with sarcoma- 
tous changes (malignant desmoid) in 
aman of 65 years who had been wear- 
ing a truss for inguinal hernia for 10 
years. 


REFERENCES TO CURRENT ARTICLES 


Pendulous Abdomen: Its Surgical Correc- 
tion. A. Sampolinski, Chicago, Ill. Am. 
J. Surg. 69:262-64, Aug. 1945. Fol- 


lowing a pelvic operation 3 years pre- 





a 26-year-old woman gained 
weight rapidly. She was 61 inches tall 
and weighed 265 pounds. Her abdomen 
became progressively pendulous, the fold 
reaching to within 7 inches of her knees 
when she stood. She also suffered from 
a large right-sided incisional hernia. Un- 
der ethylene oxide-oxygen anesthesia all 
scar tissue was resected with the hernial 
sac. The defect in the abdominal wall 
was closed by a modified Mayo opera- 
The removed elliptical skin and 
subcutaneous lipomatous fold measured 
16 by 21 inches, and weighed 64 pounds. 
The patient was placed on a balanced, 
restricted dietary regimen and glandu- 


viously, 


tion. 


lar therapy. “Three months after opera- 
tion there was no marked increase in 
weight. “The physical results were en- 
hanced by mental improvement, eased 
marital relations, and a general sense of 
well-being. 5 figures. 

Spontaneous Rupture of Rectus Muscle. 
Alexander Lyall, Greenwich Royal In- 
firmary, London, England. Brit. M. J. 
2:321, Sept. 8, 1945. In the case re- 
ported the patient had noted pain in the 
right side of the abdomen when cranking 
his truck, following the occurrence of 
boils on the neck. Subsequently a defi- 
nite tender swelling developed in the 
right side of the abdomen, slightly below 
the umbilicus. At operation a tear of 
the rectus muscle was found; the muscle 

was friable and suture was impossible. 

Small segments of muscle above and be- 
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low were removed, making the tear into 
a longitudinal one, and this was sutured 
transversely. ‘Ihe muscle tissue removed 
It is pos- 
sible that the septic focus in the neck 


showed degenerative changes. 


27. Hernia 


— 


caused some degenerative changes in the 
muscle that predisposed it to rupture, or 
that the repeated small strains on the 
muscle from cranking a heavy engine 
were a more important factor. 


BASSINIV?’S OPERATION FOR INGUINAL HERNIA 


‘THomas-L. Gorpon 


Glasgow, Scotland 
Brit. M. J. 2:181-82, Aug. 11, 1945 


Although the value of Bassini’s op- 
eration for inguinal hernia has recent- 
ly been deprecated, the author and his 
associates have employed it in 143 
cases since 1936; there were 2 deaths 
in the series, both 1n patients over 70 
operated on for strangulated hernia. 
In the follow-up of the 143 patients, 
118 could be traced; of these, 18 had 
died from some other cause than the 
hernia. In the 100 surviving patients 
107 herniotomies had been done; 
there were 3 recurrences. Two of the 
patients with recurrence had direct 


hernia and very poor musculature; the 
third patient had returned to work 
shortly after operation and _ slipped 
while lifting a heavy weight. All but 
4 of these patients had returned to 
their usual occupations. The author 
considers the Bassini operation a stand- 
ard operation especially suitable for 
middle-aged and older patients with 
a fairly satisfactory musculature. 

[ Not all agree on the merits of the Bas- 
sini operation. (See article by Mair in this 
issue, p. 278.)—Eb. ] 


THE EFFECT OF COTTON AND CATGUT IN HERNIAL RE 
PAIR ON POSTOPERATIVE TEMPERATURE AND PAIN 
RicHarp W. Zoiuincer (Capt., M.C., A.U.S.), Columbus, Ohio, and 

WituiaM J. Frynn (Capt., M.C., A.U.S.), Cleveland, Ohio 


Surg., Gvnec. 
4 - 


In a series of 78 unilateral and 18 
bilateral herniorrhaphies — repaired 
with cotton, and 69 unilateral and 20 
bilateral herniorrhaphies repaired with 
catgut, the postoperative temperatures 
revealed that patients with unilateral 
or bilateral herniorrhaphies sutured 
with cotton averaged a lower daily 
postoperative temperature which re- 
turned more quickly to normal than 
patients undergoing similar proced- 


& Obst. 81:201-205, Aug. 1945 


ures in which catgut sutures were used. 
Patients with unilateral and bilateral 
inguinal herniorrhaphies sutured with 
cotton required less narcotics than pa- 
tients undergoing similar procedures 
in which catgut sutures were used. 
Patients with wounds sutured with 
cotton material showed less postop- 
erative wound reaction and were more 
comfortable than _ patients whose 
wounds were sutured with catgut. 
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OPERATIVE CARE OF INGUINAL HERNIA IN INFANCY 
AND CHILDHOOD 


JEROME S. CoLes 


Bellevue Hospital, New York, N. Y. 
\m. J. Surg. 69:366-71, Sept. 1945 


Inguinal hernia in children is pre- 
dominantly of the indirect type; direct 
hernia is observed in less than 1 per 
cent of all cases of inguinal hernia in 
children. The authors have found 
that infantile hernias are not due to 
any weakness or abnormality of the 
abdominal muscles, but to the presence 
of a preformed sac, and they have, 
therefore, abandoned the use of the 
usual types of hernia operation in 
children, and employ a procedure that 
isolates and ligates the neck of the 
sac. For this operation the incision, 
1% inches long, is made over the mid- 
dle third of the line between the an- 
terior superior iliac spine and the pu- 
bic tubercle. The external oblique 
aponeurosis is incised in the direction 
of its fibers; the external ring is in- 
tact. The fibers of the cremaster are 
separated to expose the cord after 
Poupart’s ligament is visualized. The 
sac and the cord structures are picked 
up in the lower angle of the wound, 
and the sac dissected free from the 
cord at one level. The sac is tran- 
sected and completely cleared proxi- 
mal to its neck. The neck of the sac 
is then doubly transfixed and ligated, 
the redundant sac between the tran- 
section and the ligature is excised, and 
the distal sac is permitted to drop back 
into the wound. The wound is closed 
in layers. With this technic, any pos- 
sible damage to the testicle is avoided 
by not transplanting the cord, by not 
dislocating the testis from its bed, and 


by not performing extensive dissection 
of the sac from the cord structures 
with possible injury to the blood ves- 
sels of the cord. With this technic 
also, the anatomic relationships of 
normal musculature and aponeurotic 
structures are not disturbed. 

The operation described has been 
done in 186 cases from January 1938 
to May 1944; 88 of these patients 
could not be traced; of the remainder, 
78 have had follow-up examinations. 
As 10 of the 78 patients had bilateral 
hernias, 88 operations were done in 
this group. Silk was used as suture 
material in 79 and catgut in 9 opera- 
tions. All but 5 of these patients 
were followed up 1 year or more after 
operation and the majority 2 to 6 
years after operation. There was | 
recurrence, on 1 side of a bilateral 
hernia operation on a 3-month-old in- 
fant; in this case the recurrence was 
attributed to faulty technic; the sac 
was torn during operation proximal 
to the neck, and the operator thought 
that the ligation of the sac might not 
be secure. There was no case of tes- 
ticular atrophy in the series. In cases 
of hydrocele in children, cure can be 
effected by ligation of the hernial sac, 
but as it takes several weeks for all 
fluid to be absorbed, the authors sug- 
gest that the fluid may be removed by 
puncture of the hydrocele with a scal- 
pel or by needle aspiration. 8 refer- 
ences. 6 figures. 
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A CRITICISM OF THE BASSINI OPERATION AND 
ITS MODIFICATIONS 
GeEorGE R. Mair 


Woodend-Oldmill Emergency Hospitals, Aberdeen, Scotiand 
Brit. M. J. 2:178-81, Aug. 11, 1945 


In a review of the statistics from 
various clinics in which the Bassini 
operation or one of its modifications 
has been done for indirect inguinal 
hernia, the author finds the average 
rate of recurrence after the operation 
is 11.8 per cent. Theoretically the 
Bassini operation should give better 
results in direct hernia, yet the statis- 
tics of various operators using it for 
this type of hernia show an average 
recurrence rate of 17.6 per cent. 

All the Bassini operations have one 
step in common, that is, the union of 
muscle, usually the conjoined tendon, 
with the inguinal ligament. The au- 
thor’s criticism of the Bassini operation 
is on the following grounds: The in- 
sertion of the conjoined tendon is 
often abnormal, into the lateral aspect 
of the rectus sheath rather than the 
pubis, so that when it is stitched to 
Poupart’s ligament it leaves a defi- 
ciency medially in the canal through 


which recurrence may take place as a 
direct hernia. In large indirect and 
direct inguinal hernia, the conjoined 
tendon is often atrophied and there- 
fore is unsuitable for making the re- 
pair of the posterior wall of the canal. 
Even when the conjoined tendon is 
normal in all respects, its union with 
Poupart’s ligament takes place only by 
scar tissue, and then only if all alveo- 
lar tissue is removed from the surfaces 
to be united. Such scar tissue stretches 
readily. The use of the Bassini op- 
eration, as shown by the statistics pre- 
sented, results in a recurrence rate that 
is too high to be satisfactory, in both 
indirect and direct inguinal hernia. 
This recurrence rate is higher than 
that reported with fascial repair in 
both types of hernia. 

The treatment of hernia is still a 
“highly controversial” subject, an in- 
dication that results of any method of 
treatment are not entirely satisfactory. 
50 references. 2 tables. 


CONGENITAL DIAPHRAGMATIC HERNIA 


Epwarp J. Donovan 
New York, N. Y. 
Am. Surg. 122:569-81, Oct. 1945 


In 1938, the author reported 10 
congenital diaphragmatic 
hernia, with operative treatment in 
six. In the present paper he reviews 
the surgically treated cases of the first 
series with follow-up results, and re- 
ports 11 additional cases operated 
upon since that date. Following a re- 
view of the embryology, symptomat- 


cases of 





ology and diagnosis, he discusses the 
problem of operative treatment. 

It is claimed that congenital dia- 
phragmatic hernia occurs more fre- 
quently than hitherto believed and 
should be excluded in all cases with 
obscure chest and upper abdominal 
symptoms. The symptomatology of 
congenital diaphragmatic hernia ts va- 











asa 
and 
ined 
here- 
€ re- 
‘anal, 
On 1s 
with 
ly by 
lveo- 
-Faces 
‘tches 
1 op- 
: pre- 
» that 
both 
ornia. 
than 
ir in 


till a 
in in- 


od of 


ctory. 


»s the 


| dia- 
» fre- 
1 and 
; with 
minal 
gy of 


is Va- 











QUARTERLY REVIEW OF SURGERY 279 





ried; symptoms may be cardiac, re- 
spiratory, gastrointestinal, or a com- 
bination of all of these. Diagnosis 
can be established by an x-ray of the 
chest, which will show gas bubbles in 
the place of normal lung, collapsed 
lung and displacement of the heart 
away from the affected side. Physical 
signs are confusing. Immediate op- 
eration is indicated in all cases because 
of the danger of intestinal obstruc- 
tion. The author recommends the 
abdominal approach through a sub- 
costal incision, with exposure of the 
phrenic nerve in the neck 48 hours 
before repair, although many surgeons 
prefer a thoracic approach. Positive 
pressure or intratracheal anesthesia is 
recommended. Patients should be 
kept in an oxygen tent for several days 
following operation. The fluid balance 


28. Peritoneum 


must be maintained after operation. 
If pleural effusion occurs the chest 


should be aspirated as indicated. Sev- 
enteen cases of congenital diaphrag- 


matic hernia which were operated 
upon are reported in detail. There 
were 2 deaths in the series. 15 refer- 
ences. 3 figures. 


REFERENCES TO CURRENT ARTICLES 


Inguinal Herniorrhaphy. Theodore L. 
Hyde, The Dalles, Ore. Am. J. Surg. 
69:182-89, Aug. 1945. It is empha- 
sized that the cure of inguinal hernia is 
chiefly a problem of plastic surgery~in- 
cluding the use of grafts, of nonabsorb- 
able cotton suture material, of avoidance 
of tension on the sutures and of provision 
for adequate rest time for healing. Su- 
tures without tension, the use of fascial 
and sliding grafts and amputation of the 
omentum are recommended. Plain white 
cotton thread is used for suture. 


MASSIVE, DOSES OF PENCILLIN IN THE TREATMENT OF 
PERITONITIS: A PRELIMINARY REPORT 


GeorGE CRILE, Jr. (Lt. Comdr., M.C., U.S.N.R.) 
Cleveland Clin. Quart. 12:81-83, July, 1945 


On the basis of a study of 30 cases 
of peritonitis, intra-abdominal inflam- 
matory masses or extensive contamina- 
tion of the peritoneal cavity from rup- 
tured abscesses, the author concludes 
that massive doses of penicillin have a 
remarkable effect on peritonitis and if 
continued long enough may lead to 
resolution of intraperitoneal inflam- 
matory masses. The dosage used in 
the present series was 100,000 units 
intramuscularly every 2 hours for 2 
days and then in diminishing doses for 





6 days. Of the 30 patients so treated 
none developed intraperitoneal abscess 
or complications. Should symptoms or 
signs of peritonitis recur after a first 
course of treatment, a second course 
will usually result in cure. It is em- 
phasized that large initial doses of 
penicillin and prolonged therapy yield 
much better results than those ob- 
tained with the usual doses or with 
sulfonamides. 

[It is probable that the action of penicil- 
lin in such cases is due to its effect on other 
organisms than the colon bacillus.—-Ep. ] 
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29. Stomach and Duodenum 
PERFORATED PEPTIC ULCER: REVIEW OF 
NINETY-SIX CASES 
B. Marpven BLack and RALPH E. BLACKFoRD 
S. Clin. North America, Mavo No.:918-28, Aug. 1945 


Of the 96 patients in this series, 93 
were operated on and 3 were consid- 
ered moribund when first seen and 
were not operated on. The patients 
were generally older than those of 
other comparable series. There were 
11 postoperative deaths. Spinal an- 
esthesia seems preferable to general 
anesthesia for the operation of simple 
closure. Continuous spinal anesthesia 
or general anesthesia is probably best 
for the operation of closure and gas- 
troenterostomy. The use of light gen- 
eral anesthesia combined with curare 
may well become the anesthetic of 
choice. Owing to the high incidence 
of poor healing of the incision 
in the abdominal wall, the incision 
should be kept as small as is compati- 
ble with adequate exposure. Incisions 
may be smaller when simple closure 
is used alone. Nonabsorbable reten- 
tion sutures, incorporating all layers 


of the abdominal wall, and delayed 
closure of the skin and subcutaneous 
tissues probably will decrease serious 
complications in the wound. The op- 
eration should be limited to closure 
of the perforation in practically all 
cases of perforated duodenal ulcer. In 
certain cases of perforated gastric ul- 
cer, subtotal gastric resection may be 
used. Following closure of the per- 
foration and gastroenterostomy the 
hospital mortality rate was almost 3 
times as high as following closure 
alone and more than 13 times as high 
as after gastroenterostomy in the ab- 
sence of free perforation. Patients 
recovering from a perforation should 
be given further medical or surgical 
treatment, depending on the findings 
in the individual case. Perforation 
should be taken into consideration 
when further elective operation 1s 
planned. 


COMPLICATIONS FOLLOWING OPERATIONS ON THE 
GASTROINTESTINAL TRACT 
M. M. ZINNINGER 


Cincinnati, Ohio 
S. Clin. North America, Nationwide No.:1153-66, Oct. 1945 


It is emphasized that less time and 
effort are needed to prevent postop- 
erative complications than to cure 
them once they have developed. Mea- 
sures to combat and treat wound in- 
fection, wound disruption, peritonitis, 
intra-abdominal abscesses, intestinal 
obstruction, urinary retention and 


hemorrhage are described. The proper 
treatment for fecal, duodenal, pan- 
creatic and biliary fistulas is discussed. 
Two difficulties have arisen in the au- 
thor’s experience with the vitallium 
tube, namely, clogging of the tube 
with bile pigments, and passage of 
the tube with subsequent reformation 
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of the stricture. In the most difficult 
cases anastomosis over a rubber T tube 
is recommended with one arm of the 
T in the proximal bile duct, the other 
in the duodenum, and the long arm 


coming out of the wound. It is hoped 
in these cases that biliary or intestinal 
epithelium will grow along the T 
tube so that, when it is removed, an 
epithelium-lined duct will remain. 


PREOPERATIVE AND POSTOPERATIVE CARE OF THE PA- 
TIENT HAVING OPERATIONS ON THE GASTRO- 
INTESTINAL TRACT 
Raw ey M. Penick, JR. 


New Orleans, La. 
S. Clin. North America, Nationwide No.:1130-41, Oct. 1945 


Preoperative preparation for gas- 
trointestinal surgery includes correc- 
tion of dehydration and nutritional 
deficiencies, including vitamin defi- 
cencies. Chronic dehydration may 
invalidate blood counts, plasma pro- 
tein determinations and other chemical 
studies by producing a hemoconcentra- 
tion. The stomach and small intestine 
should be empty for operation. The 
best method for aspirating the jejunal 
and ileal contents is by means of the 
Miller-Abbott tube. Methods of emp- 
tying the colon are discussed. Cath- 
artics are generally contraindicated. 
Generally, an enema the night before 
or the morning of the operation 1s 
routine for operations on the upper 
part of the gastrointestinal tract. Sul- 
fasuxidine may be given for 3, 4 or 
5 days, in doses of 0.04 gm. per kilo- 
gram of body weight every 4 hours. 
The bowels should move daily while 
the drug is being given. 

Specific orders for the next 12 hours 
after operation should be written 
down. [or control of the fluid bal- 
ance the intake and output should be 
carefully charted. A patient having 
continuous gastric suction may require 
3,000 cc. intravenously every 24 
hours, given as 2,000 cc. of 5 per cent 
dextrose and 1,000 cc. of 5 per cent 





dextrose in physiologic saline solution. 
Patients requiring infusions but not 
losing gastric juice can be given 1,000 
cc. of saline solution every second day. 
In administration of morphine and 
barbiturates individualization is neces- 
sary. To prevent gases from entering 
the intestine anything that will cause 
swallowing should be forbidden. Con- 
tinuous gastric suction accomplishes 
the same thing. Once the gas has got- 
ten into the intestine, decompression 
is ‘best carried out by the Miller- 
Abbott tube. Stimulating drugs, cath- 
artics and enemas have little value in 
the treatment of ileus. 

In patients who have had operations 
on the small intestine, a tube in the 
stomach with continuous suction for 
the first 2 days at least is recommend- 
ed. The intake by mouth is then reg- 
ulated by the ability of the intestine 
to handle the fluids and gases as shown 
by the absence of distention, ausculta- 
tory phenomena, and the movement 
of gas through the tract. In patients 
who have had an operation on the 
colon, an effort must be made to keep 
the intestinal tract proximal to the in- 
volved area deflated. For 24 hours 
gastric suction is indicated, after which 
the patient is given water, tea and 
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broth. A soft diet is given on the 
fifth day. Each case must be indi- 
vidualized. 


Once intestinal contents are pass- 
ing, small amounts of mineral oil may 
aid in preventing impactions. All pa- 
tients, following laparotomy, should 
be made to turn frequently and take 


deep forced respirations. Coughing is 
insisted upon if there is any abnormal 
secretion. Large doses of morphine 
are avoided. Preventive measures 
against thrombosis and embolism in- 
clude adequate hydration, movement 
of the body and legs, and the avoid- 


ance of Fowler’s position. 


ACUTE PHLEGMONOUS GASTRITIS 


Mirtroy Pau 
Lancet 2:429-31, Oct. 6, 1945 


In the case reported, operation was 
done on a diagnosis of acute cholecys- 
titis because of the nature of the pain 
and the demonstration of hyperes- 
thesia in the quadrilateral defined by 
Boas. At operation, however, the gall- 
bladder was found to be normal. 
There were adhesions between the 
stomach and the undersurface of the 
liver which were easily separated. 
There was sero-pus between the ad- 
hesions but the liver was normal. The 
omentum had “wrapped itself” over 
the front of the distal half of the 
stomach; when the omentum was lift- 


ed off, the stomach was found to be 
indurated down to the pyloric ring. 
A diagnosis of phlegmonous gastritis 
was made; no surgical procedure was 
considered to be indicated and the ab- 
domen was closed without drainage. 
Three intramuscular injections of sul- 
fapyridine soluble were given, fol- 
lowed by sulfapyridine by mouth. The 
patient made a good recovery, and 
gastric function was normal as shown 
by radiography and gastric analysis 
at the last examination. 
| chart. 


9 references. 


GASTROSTOMY (EDITORIAL) 


Karv A. Meyer and Dona.tp D. Kozo.i 
Surg., Gynec. & Obst. 81:221-22, Aug. 1945 





At the Cook County Hospital gas- 
trostomies were performed on 80 pa- 
tients between 1941 and 1944. Thir- 
ty-nine of the 80 patients ran a post- 
operative temperature of 100° F. or 
more. Wound infection, wound ero- 
sion, retraction, stricture and necrosis 
of the gastrostomy stoma, and bron- 
chopneumonia were frequent compli- 
cations. Two patients died within the 
first postoperative day, 19 within the 
first postoperative week, 18 within the 


first postoperative month, and 4 with- 
in the second postoperative month. A 
total of 43 of the 80 patients operated 
on died within 2 months of the opera- 
tion. 

The procedure of choice is a trans- 
thoracic esophageal resection and an- 
astomosis. After completion of the 
anastomosis, the introduction of an 
Abbott-Rawson tube with the aid of a 
stylette may aid in maintaining con- 
tinuous suction at the suture line and 
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in permitting intragastric feedings 
through the second lumen. Continu- 
ous oxygen inhalation is of value. In- 


stillation of penicillin through an in- 
lying catheter might help to prevent 
intrathoracic infection. 


GASTROSTOMY: THE HISTORY OF ITS DEVELOPMENT, 
INDICATIONS AND CONTRAINDICATIONS 
Max THOREK 


Chicago, Ill. 
Rev. Gastroenterol. 12:347-52, Sept.-Oct. 1945 


Following a review of the history, 
indications and contraindications for 
gastrostomy, the author stresses the 
need for early surgical consultation in 
diseases requiring this operation. By 
operating before the patient’s strength 
has been undermined by malnutrition 
and disease the surgical risk is dimin- 
ished. Early operation not only con- 
serves the general strength of the pa- 
tient but may lead to improvement in 
the local condition of the esophagus 
by precluding irritation due to passage 


of food. It may also aid in locating 
the tumor and determining its type. 
Recent advances in technic necessitate 
a revision of indications and contrain- 
dications for gastrostomy. Credit for 
the principles of gastrostomy is given 
to Pénitres, Fontan, Dépage, Jane- 
way and Watsudji and not to Spivack. 
To designate modifications of an origi- 
nal operation as a new or personal 
method constitutes plagiarism, in the 
author’s opinion. 


CHRONIC HYPERTROPHIC ANTRUM GASTRITIS 


JuLian ARENDT 


Chicago, Il. 
Ann. Surg. 122:235-52, Aug. 1945 


Chronic hypertrophic gastritis has 
to be differentiated roentgenologically 
from ulcer and malignancy of the 
stomach. Hypertrophic gastritis is es- 
pecially common in the antral region. 
The percentage of errors in diagnosis 
of this condition is as high as 20 per 
cent. It is emphasized that x-ray 
signs of chronic hypertrophic gastritis 
are observed more frequently in the 
antrum than elsewhere or in atrophic 
gastritis. The value of such signs as 
Ross Golden’s antrum hypertrophy, 
Kirklin’s base prolapse, and Steuer’s 
wall symptom is discussed. The au- 
thor emphasizes the constancy of the 


initial relief of the stomach as com- 
pared with the variability of the work- 
ing relief. 

Diagnosis should be based on ob- 
servation of the initial relief of the 
mucosa. Any decided breach of con- 
tour or structure of the mucosal pat- 
tern suggests malignancy. Rugosity, 
rigidity, and widening of the folds 
with preserved architecture suggests 
antrum gastritis in cases with a history 
of pain and no contradictory clinical 
symptoms. A delayed opening of the 
pylorus suggests antrum gastritis; 
early opening suggests carcinoma. 
The x-ray appearance of polypous gas- 
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tritis is pathognomonic but only histo- 
logic examination can divulge whether 
the process is of chronic inflammatory 
origin. In doubtful cases surgical ex- 
ploration should not be delayed too 


long. Only a limited period of at- 
tempted medication and dietary treat- 
ment is permissible, because of the 
close relation between chronic hyper- 
trophic gastritis, ulcer and malignancy. 


PARTIAL GASTRECTOMY FOR CARCINOMA THIRTY- 
FIVE YEARS AGO 
Frep B. LuNb 
Boston City Hospital, Boston, Mass. 


New England J. Med. 232:562-64, Mav 17, 


A case is reported in which a partial 
gastrectomy was done on August 6, 
1909. The patient was then 44 years 
of age, and had gastric pain and vomit- 
ing (dark vomitus) for 2 to 3 months, 
accompanied by loss of weight. There 
was a palpable tumor 5 cm. above the 
umbilicus. At that time x-rays were 
not available for the examination of 
such cases. Gastric analysis showed no 
stasis, no lactic acid, no free hydro- 
chloric acid, and guaiac test was posi- 
tive for blood. At operation a large 
mass was found on the greater curva- 
ture of the stomach; firm, hard lymph 
nodes were present in the gastrocolic 
omentum. A partial gastrectomy was 
done, removing about half the stom- 
ach, including the tumor, with the in- 
volved lymph nodes. A posterior gas 
troenterostomy was done by the tech 
nic then known as Billroth 2. The 


1945 


patient made a good postoperative 
recovery. The pathologic diagnosis 
at that time was “poorly differenti- 
ated, rapidly growing carcinoma.” 

The patient was seen again by the 
author in 1944, and’was then in good 
health, and had been well and doing 
heavy work for 35 years since the 
operation. The original microscopic 
section from the gastric tumor was re- 
viewed, and the original diagnosis of 
carcinoma confirmed. No examination 
of the lymph nodes had been re- 
corded. 

In closing the discussion on_ this 
paper, the author stated that he had 
operated on | other patient for carci- 
noma of the stomach who lived for 
over 15 years, but that in most of his 
cases there were recurrences in 3 to 
5 years, if not before. 1 figure. 


SUBTOTAL GASTRECTOMY 
Erwin R. ScHMipt and DermMon'r W. MELICK 


Madison, Wis. 
Arch. Surg. 50:223-28, Mav 1945 


Twenty-one cases are presented in 
this study of the immediate postop- 
erative appearance of the remnant of 
the stomach following subtotal gas- 
trectomy. In 4 cases fluoroscopic ex 
amination was reported to reveal slow 





immediate emptying of the remnant 
of stomach. Thus in only 80 per 
cent (17 of 21) was the anastomosis 
considered to be “ideal.” In 3 of the 
4 cases, however, results were clini- 
cally satisfactory; satisfactory anasto- 
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mosis was thus accomplished in 95 
per cent of the cases. Two and one- 
half hours was the average time per 
case in the gastrectomies reported. 


Twenty-one cases of subtotal gas- 


trectomy utilizing an antecolic anasto- 
mosis were studied by means of post- 
operative roentgenologic examinations 
with barium sulfate. These studies 
indicate that the best anastomosis is 
one which effects a rapid emptying 
through the gastric stoma with evacu- 


" 


Yn 


(i. 





ation of the stomach predominantly 
into the efferent loop. If this is ac- 
complished, it is believed the stomach 
remnant will always decrease in size 
during the postoperative period. 
These results support the claim that 
the “long loop” antecolic method of 
anastomosis is a satisfactory one. 7 
references. 8 figures. 

[This work bears out the experience of 
almost everyone who has used both the 
posterior and anterior methods of repair. 


-Ep. | 


cls 


\ 


Fic. 1.—Method of performing the operation. A, position of clamps on the proximal por- 
tion of the stomach (note the angle for placing the second clamp); B, inversion of the 
superior portion of the stomach along the lesser curvature. 


Illustration by courtesy of “Archives of Surgery.” 
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GASTRIC ACIDITY AND OCCULT BLOOD STUDIES OF 


YOUNG 


ADULT MALES WITH DUODENAL ULCER 


Ropert C. Pace (Major, M.C., A.U.S.) 
Fort Sam Houston, Texas 
Rev. Gastroenterol. 12:343-47, Sept.-Oct. 1945 


Of 246 patients in a gastroenter- 
ology ward who were studied as to 
gastric acids and occult blood, 137 
had duodenal ulcer and 109 had no 
lesions of the upper gastrointestinal 
tract. Acidity of free fasting hydro- 
chloric acid was not significantly dif- 
ferent in the 2 groups nor did the 
degree of acidity of free hydrochloric 
acid after a fractional alcohol test meal 
differ in the 2 groups. Whereas none 
of the ulcer patients had a consistent 
anacidity, 5.5 per cent of the patients 


in the nonulcer group had constant 
anacidity after histamine. Stool ex- 
aminations for occult blood showed no 
significant difference in the 2 groups. 
From these findings it seems that rou- 
tine gastric analyses for diagnosis in 
patients suspected of duodenal ulcer 
are not necessary. An adequate and 
detailed history of gastrointestinal 
symptoms and barium meal studies of 
the stomach and duodenum are the 
best diagnostic aids. 3 references. 1 
figure. 


THE RESULTS OF OPERATIONS FOR PEPTIC ULCER: AN 
INVESTIGATION OF CASES OVER A TEN-YEAR PERIOD 
AT THE ROYAL, MELBOURNE HOSPITAL 


Ropert S. Lawson (Major, Australian Army Medical Corps) 
Australian & New Zealand J. Surg. 14:233-61, April 1945 


There were 332 cases of peptic ul- 
cer for which operation was done in 
the 10-year period 1927 to 1937 at 
the Royal Melbourne Hospital. In 
115 cases of chronic duodenal ulcer 
an elective operation was done, i.e., 
not as an emergency operation for 
some complication. Gastroenterostomy 
was performed in 97 of these cases. 
A secondary operation was required 
in 13 cases either at some time during 
the 10-year period or subsequently up 
to 1939. There were 4 postoperative 
deaths, all following gastroenteros- 
tomy, a 4 per cent mortality. Of the 
111 patients who survived the opera- 
tion, 93 were followed up, including 
60 for whom gastroenterostomy was 
done; of these 60, 22 were cured (37 
per cent) and 17 (29 per cent) defi- 


nitely improved; that is, approximate- 
ly two-thirds of the patients were 
benefited by the’ operation. The cri- 
terion of cure was absence of symp- 
toms while the patient was working 
full time, taking ordinary food and 
requiring no regular treatment. In 
a study of the results of gastroenter- 
ostomy in relation to previous symp- 
toms it was found that of 14 patients 
who had evidence of stenosis, 9 were 
cured by operation and 3 improved. 
Of 22 patients whose gastric acidity 
had been determined with a test meal 
prior to operation, all those cured had 
normal or low acid curves, while the 
results were less favorable in those 
with high acidity, and none of the pa- 
tients with a high “climbing” acid 
curve were improved. In 10 patients 
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with duodenal ulcer and cholecystitis 
(not included in the first group), the 
gallbladder was removed at operation 
in all cases, gastroenterostomy was 
done in 8 cases, pyloroplasty in 1 and 
simple infolding of the ulcer in 1 case. 
There was | postoperative death. Of 
the 9 surviving patients, 3 could not 
be traced, 2 are cured and 3 improved 
(all after gastroenterostomy ). 

An operation of election was done 
on 126 patients with gastric ulcer, 1n- 
cluding gastroenterostomy in 62 cases 
and partial gastrectomy in 37 cases. 
A secondary operation was_ subse- 
quently necessary in 8 cases. Nearly 
half of the gastroenterostomies were 
done in the first 3 years of the 10- 
year period, and nearly half of the 
gastrectomies were done in the last 
3 years. There were 19 postoperative 
deaths in the entire series, 5 following 
gastroenterostomy (8 per cent mor- 
tality), 11 following gastrectomy (30 
per cent mortality) and 3 deaths 
among 12 patients for whom simple 
excision of an ulcer of the lesser cur- 
vature had been done (25 per cent 
mortality ). Of the patients surviving 
operation, 3 were known to have died 
of gastric carcinoma some years fol- 
lowing a gastroenterostomy. Fifty- 
five other patients were traced after 
gastroenterostomy; of these 13 (37 
per cent) were cured and 15 (43 per 
cent) improved. Of the 26 patients 
who survived gastrectomy, 2 died 
from unrelated causes within 3 years; 
of 12 other patients traced, 7 are cured 
and 5 improved. Of 12 patients sur- 
viving operation for simple excision of 
the ulcer, 9 have been traced; of these 
2 are cured and 2 are improved. 

Operation was done, not as an op- 
eration of choice, but as a more or less 
urgent necessity in 15 patients with 
pyloric stenosis, including posterior 


gastroenterostomy in 13 instances. 
There were 3 postoperative deaths; 
only 5 of the surviving patients have 
been traced, 2 of whom are cured and 
3 improved. Operation for hour-glass 
stomach was done in 7 cases; there 
were no postoperative deaths. Of 2 
patients traced for whom sleeve resec- 
tion was done, | is improved; the oth- 
er required a secondary partial gas- 
trectomy and is now cured. Two 
patients are known to have died of 
intercurrent disease after partial gas- 
trectomy; the results of the operation 
are unknown. One patient for whom 
a gastrogastrostomy and gastroenter- 
ostomy were done, reports definite 
improvement. 


The end-results of gastroenteros- 
tomy done for any of the conditions 
described have been determined. Of 
the 116 patients traced, 74 per cent 
were definitely benefited by the op- 
eration; 9.5 per cent developed jeju- 
nal ulcer. 

There were 21 cases of jejunal ul- 
cer treated at the hospital during the 
10-year period; operation was done 
in 14 cases. In the 9 cases in which 
restoration of normal anatomy was 
carried out, there were 3 postoperative 
deaths. Of the 6 surviving patients, 

is free from symptoms, 2 are im- 
proved, and 3 not improved. Partial 
gastrectomy was done in 4 cases; 1 of 
these patients died following opera- 
tion, | is cured, | improved, and 1 not 
improved. In 18 cases in which oper- 
ation was done for the control of 
hematemesis, only 4 patients sur- 
vived; only 1 of these patients for 
whom a gastrectomy was done for 
duodenal ulcer is known to be free 
from symptoms and back at work. 
These results indicate that operation 
at the time of hematemesis should be 
avoided if possible. 
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During a 5-year period, 1932 to 
1936, 213 patients were admitted to 
the hospital with perforated peptic 
ulcer; 16 patients died without opera- 
tion. Oversewing of the ulcer was 
done in 197 cases, with drainage of 
the peritoneal cavity in 151 cases; the 
operative mortality was 25 per cent. 
Both the age of the patient and the 
duration of the perforation before op- 
eration influenced the result. The best 
results were obtained in a group of 
73 patients under 50 years of age op- 
erated on within 6 hours of perfora 
tion; the mortality was only 4 per 
cent in this group. 23 references. 11 
tables. 1 diagram. 

| It is of interest that none of the pa- 
tients with duodenal ulcer with a_ high 
“climbing” HCl after test meal were bene- 
fited by gastroenterostomy. It is significant 
that 3 of the 62 patients who had gastro- 
enterostomy for gastric ulcer subsequently 
died of carcinoma of the stomach.—Eb. | 
REFERENCES TO CURRENT ARTICLES 
Intractable Peptic Ulcer. F. Gregory Con- 

nell, Oshkosh, Wis. Am. Jf. 

68:388-90, June 1945. The 

presents a follow-up of a case reported 

in 1938. 

substantial 

proximal stomach in cases of recurrent 
Subtotal gas- 


Surg. 
author 


He advocates removal of a 

amount of acid-secreting 

or intractable peptic ulcer. 

trectomy constitutes the present accepted 

treatment of peptic ulcer. “This is a mu- 
tilating intervention and the questionable 
results are more than offset by the mu- 
tilation involved with loss of sphincter 
action and alkaline secretion. 

Carcinoma of the Stomach and Its Prob- 
lems. Gilson Colby Engel, Philadel- 
phia, Pa. Clinics +:13-26, June 1945. 
A general discussion is presented of the 
methods of diagnosis and surgical treat- 
ment of carcinoma of the stomach. The 
operability of carcinoma of the stomach 

at the time diagnosis is made is less than 

that of other carcinomas. In the author’s 





series, 21 per cent were “hopeless” when 
first seen; 42 per cent were found to be 
inoperable at the time of the exploratory 
operation; a_ palliative operation was 
done in 20 per cent; only 17 per cent 
were suitable for radical operation. This 
delay is due in part to delay in onset of 
symptoms and partly to the delay in seek- 
ing medical advice because symptoms are 
slight; but delay is also due to the physi- 
cian who does not give the patient a 
thorough examination or seek surgical 
consultation. The technic of subtotal 
and total gastrectomy is briefly outlined. 
13 references. [This article again em- 
phasizes the point that, in spite of all the 
refinements in diagnostic procedures, 63 
per cent of these cases prove to be in- 
operable, at least by conventional stand- 
ards.—Ep. | 
Aseptic Gastric Resection. Alfredo Mon- 
teiro, Rio de Janeiro, Brazil. Surg., 
Gynec. & Obst. 81:177-82, Aug. 1945, 
The closed method of anastomosis in gas- 
tric resections insures asepsis simply be- 
cause the sutures do not pass through all 
coats. There is no need for the employ- 
ment. of the Abbott-Rawson tube. The 
technic in gastroenterostomy and in gas- 
trojejunal anastomosis is described. With 
this method it is possible to avoid filiform 
drainage along the sutures from the mu- 
cosa. The technic has been used in 40) 
cases of ulcer with | death; this death 
was not the result of faulty technic. 
Pneumothorax Resulting From a Dissecting 
Gastric Ulcer: Review of the Literature 


and Report of a Case. Perry B. Hud- 
son, Lendall C. Gay and Howard E. 
Newman, Washineton, [D. C. Arch. 
Surg. 50:301-303, June 1945. Only 


25 cases of acquired gastrothoracic fistu- 
las developing from peptic ulcers have 
been reported. ‘The condition was usually 
complicated by adhesion of the stomach 
to the diaphragm and in most cases by 
subdiaphragmatic abscess. In the present 
case the ulcer was acute and autopsy re- 
vealed an unsoiled abdominal cavity with 
dissection along the coats of the stomach 
The anatomy 


-and esophagus. morbid 
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and clinical: course in this case were un- 
like those in cases previously recorded. 
The Problem of Massive Hemorrhage from 
Duodenal Ulcers of Patients Beyond 
Middle Life: With Particular Reference 
to the Value of the Devine Exclusion 
Operation in Selected Cases of This Na- 
ture. Howard K. Gray and Wendell 
S. Sharpe, Rochester, Minn. Ann. 
Surg. 121:840-46, June 1945. The 
Devine exclusion operation has only a 
limited application in the treatment of 
duodenal ulcer. Of 62 patients operated 
52 


upon, were traced and 40) per cent 


showed recurrence. “The operation is 


30. Small Intestines 


indicated, if at all, only in a small select 
group of elderly patients with bleeding, 
nonobstructive duodenal lesions, who are 
poor risks generally for surgery. Seven- 
teen patients were 5() years or more and 
of these 1 died 7 days after operation. 
Only 3 of the remaining 16 showed re- 
currence. ‘Thirteen patients had good 
results. “hus, whereas only 60 per cent 
of the whole series traced had good re- 
sults, 81 per cent of the elderly group 
had no recurrence. [This is an excellent 
series with a low mortality rate in the 
group in which surgery is almost im- 
perative.——Ep. | 


A DEVICE FOR PROTECTING THE SKIN AND COLLECTING 
FLUID FROM FISTULAS: OR FOR KEEPING 
PENICILLIN SOLUTION IN CONTACT 
WITH A WOUND 


GEorRGE CRILE, JR. (Lt. Comdr., M.C., U.S.N.R.) 
J. A. M. A. 129:207-208, Sept. 15, 1945 


In cases in which a penicillin-satu- 
rated pack cannot be applied in such a 
way as to reach all the recesses, or 
when the contour of the wound is such 
that it will not hold the solution, a 
device for sealing the entrance of the 
wound to retain the solution is of 
value. Ina case of a nearly complete 
smal] intestinal fistula, the skin was 
not as yet eroded. A catheter was first 
placed through a tiny hole in the cen- 
ter of a broad piece of rubber dam. 
The rubber dam was next covered 
with rubber cement and the skin simi- 
larly treated. The dam was placed 
over the fistula in such a way as to 
allow the catheter to lie in the wound, 
and the other end of the catheter was 
attached to a Wangensteen suction ap- 
paratus. The suction successfully car- 
ried away the juices and kept a nega- 


tive pressure against the rubber dam, 
so that it did not pull away from the 
skin. This device has been used on 
several small intestinal fistulas with 
satisfactory results. It is applicable to 
biliary fistulas and can also be used 
on any open wound or on any local- 
ized skin lesion in which it is desirable 
to keep a solution of penicillin in con- 
tact with the lesion for a considerable 
length of time. The penicillin can be 
introduced through the catheter, with- 
drawn periodically, «nd more of the 


, solution inserted. If negative pressure 


and frequent irrigations are not re- 
quired, the catheter can be eliminated 
and the penicillin injected by means 
of a small needle. Certain precautions 
are emphasized and advantages and 
disadvantages are listed. 
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CRITERIA IN THE MANAGEMENT OF CHRONIC ILEITIS 


Everetr D. Krerer and Joun R. Ross 
Boston, Mass. 


J. A. M. A. 

In early acute enteritis without 
complications (11 cases) operative 
treatment is best deferred, since ap- 
proximately two-fifths of the cases 
clear up satisfactorily without surgery. 
Also the limits of the disease become 
more clearly defined in the more 
chronic stage, which aids in decision 
on extent of surgical resection. In 
cases of chronic terminal ileitis with- 
out complications (18 cases), a medi- 
cal regimen should be tried if the dis- 
ease is relatively mild, in the hope 
that a prolonged remission may result 
or that the morbid process will be- 
come arrested before serious damage 
is done. Only about half of the cases 
treated in this way will show satis- 
factory results. In most of these cases 
operation is necessary; resection of the 
diseased ileum and the ascending co- 
lon yields good results in many cases. 
In cases of chronic terminal ileitis with 
complications (56 cases ) medical man- 
agement alone has little to offer. 
[leocolostomy without resection is un- 
satisfactory in complicated cases ex- 
cept as a preliminary step to resection. 
The operative mortality of ileo-as- 
cending colectomy is remarkably low 
in the hands of an experienced sur- 
geon. There is a fairly high rate of 
recurrence of the disease even after 
removal of all involved areas. In 
cases of segmental ileojejunitis with- 
out complications (8 cases) surgical 


129:104-108, Sept. 8, 


1945 


treatment presents a more difficult 
problem, especially when enteritis is 
extensive. If all inflamed loops of 
small bowel are not removed, recur- 
rence or inadequate control of the dis- 
ease 1s the result. Medical treatment 
will usually not effect a cure but may 
lead to improvement. In cases of seg- 
mental ileojejunitis with complica- 
tions (9 cases) surgery offers the only 
possible solution. In some cases all 
diseased tissue can be resected; in oth- 
ers enteroenterostomy may yield satis- 
factory results. Exploratory laparot- 
omy is probably justified in most 
cases. 

On the basis of the authors’ experi- 
ence with 102 cases of chronic ulcera- 
tive enteritis, conservative manage- 
ment is indicated in the early acute 
forms of the disease, in mild cases of 
chronic uncomplicating terminal ile- 
itis and in uncomplicated segmental 
enteritis with extensive involvement 
of the jejunum and ileum. As a gen- 
eral rule, chronic terminal ileitis is 
best treated surgically. When the 
enteritis is complicated by obstruction, 
fistulas or abscesses, surgical measures 
are definitely the treatment of choice. 
Although surgery is not successful in 
all cases, the resection of the inflamed 
loops of intestine produces a high per- 
centage of good results. Another point 
favoring operative measures is the low 
operative mortality. 





ult 
1s 


ur- 
lis- 
ent 
lay 
eg- 
Ca- 
nly 

all 
th- 


tis- 


Lost 





QUARTERLY REVIEW OF SURGERY 291 





EXPERIENCES WITH THE MILLER-ABBOTT TUBE: A 
STATISTICAL STUDY OF 1000 CASES 


BeveRLy C. SMITH 
From the Department of Surgery, College of Physicians and Surgeons 
Columbia University, New York, N. Y. 
Ann. Surg. 122:253-59, Aug. 1945 


The author presents a statistical re- 
view of 1,000 cases in which the Mil- 
ler-Abbott tube was used for diagnosis 
or treatment. The technic of introduc- 
tion of the tube is described. The 
tabulated data include age and sex 
incidence, the type of case, causes for 
intubation including the specific cause 
of ileus, the site of obstruction, dura- 
tion of symptoms and degree of dis- 
tention before intubation. The time 
required to control symptoms and to 
pass the pylorus was from 12 to 23 
hours in most cases, with a maximum 
of 5 days or more. The time required 
to reach the cecum or obstruction was 
from 3 to + days in most cases where 
this was accomplished. The cecum or 
obstruction was not reached in 361 
cases, and it was unnecessary to reach 
them in 268 cases. The total time of 
intubation was from 2 to 5 days in 
the majority of cases with a minimum 
of 47 hours and a maximum of 3 
weeks or more. It was impossible to 
pass the pylorus in 80 cases, unneces- 
sary in 109 cases and in the remainder 
the cause of failure was due to poor 
management, hiccough or _ pyloro- 
spasm. No x-ray guidance was used 
in 604 cases in which the pylorus 
could not be passed. The results of 
x-ray guidance are listed. The time 
of exposure at fluoroscopy was from 
1 to 30 minutes or more, the majority 
being from 5 to 9 minutes. No oper- 
ation was performed in 444 cases. 

The tube was removed before op- 
eration in 52 cases, used as guide dur- 
ing operation in 37 cases, left in place 


postoperatively in 295 cases, allowed 
to advance postoperatively in 277 
cases. Suction was continued from 2 
to 4 days in 300 cases and in the re- 
mainder from 1 hour to 1 week or 
more. 

The treatments used with intuba- 
tion included high protein therapy, 
vitamin therapy, poultices and rectal 
tubes, rectal therapy, pitressin, pro- 
stigmine, morphine, chemotherapy, 
gastric lavage and gastric suction. Par- 
enteral fluids were required for 1 day 
to 2 weeks or more. Whole blood 
transfusions were given in 345 cases, 
split protein in 2 and plasma in 48 
cases. 

The minor complications occurring 
with the tube im situ were sore throat, 
sore nose, earache and eye pain, while 
the serious complications included ul- 
ceration in 2 cases, perforation in 1 
case, hemorrhage in 3 cases and other 
serious complications in 5 cases. From 
2 to 6 intubations were necessary in 
97 cases. 

Intubation was successful in 751 
cases and unsuccessful in 219 cases, 
with incomplete records in 30 cases. 
Improvement followed intubation in 
786 cases, no improvement was noted 
in 80 cases, 100 patients died, and 
there were incomplete records in 34 
cases. 

The various uses of the Miller- 
Abbott tube are mentioned, with spe- 
cial emphasis on its value for deflation 
of the small intestine, preoperative 
use for therapeutic and diagnostic pur- 
poses, use during operation as a guide 
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and after operation as a means of ad- 
ministering fluids and drugs. The use 
of this tube has markedly reduced the 
mortality of mechanical and paralytic 
ileus. 

Cooperation of the x-ray depart- 
ment is imperative for maximum in- 
formation and results from use of the 
tube. The clinical value of the use 
of the tube lies in the certainty that 
intestine with compromised blood sup- 
ply is not present while the tube is 
being used. The differentiation be- 
tween strangulation ileus and mechan- 
ical ileus is discussed and its impor- 
tance stressed. 

The serious complications men- 
tioned above cannot be wholly ascribed 
to intubation. The patients with ul- 
sceration had uremia. The perforation 
occurred during operation and the 
tube tip was not the responsible fac- 
tor. Hemorrhage in | patient was 
found to be due to esophageal varices 
in a case of undiagnosed cirrhosis of 
the liver. In 1 case in which bilateral 
vocal cord paralysis necessitated a tra- 
cheotomy a sudden intracranial vascu- 
lar lesion was suspected. 2 references. 
24 tables. 

REFERENCES TO CURRENT ARTICLES 
A Method of End-to-End Anastomosis in 
the Small Intestine. J. Seton Pringle 

(Major, R.A.M.C.). Brit. M. J. 2: 

256, Aug. 25, 1945. In small intestine 

resection and anastomosis in war surgery, 

speed of operation is required, and for 
that 

rarely done, as it is time-consuming. A 


reason side-to-side anastomosis is 
method by which end-to-end anastomosis 
can be done rapidly is described. ‘This 
method has been employed in 6 patients 
who survived more than 24 hours after 
being wounded; 5 of these patients re- 
covered. The ] death Was due to fas 
gangrene of the abdominal wall; there 
was no intraperitoneal infection and the 
anastomosis was “‘sound.”’ 





Lesions of Small Intestine Producing Mas- 
sive Hemorrhage: With Symptoms Sim- 
ulating Peptic Ulcer. Harry L. Segal, 
W. J. Merle Scott and J. S. Watson, 
Rochester, Mm t- |e A. M. A. 129: 
116-20, Sept. 6, 1945. The authors’ 
3 cases are summarized together with 6 
cases reported in the literature that were 
diagnosed as bleeding peptic ulcer but 
proved to be lesions of the jejunum or 
ileum. In 6 of these 9 cases there were 

roentgenologic changes in the duodenal 

cap which suggested bleeding peptic ul- 
cer and excluded consideration of causes 
other than duodenal ulcer. “Vhere were 

2 cases of benign leiomyoma, 2 of Meck- 

el’s diverticulum, 2 of hemangioma, | 

each of carcinoid, benign neurofibroma 
and Differentiation of le- 
sions of the jejunum and ileum from 


carcinoma. 


gastroduodenal ulcer as the cause of mas- 
sive hemorrhage is discussed. “he ques- 
tion of immediate surgery or eventual 
surgery is so different in these two types 
of disease that all possible diagnostic pro- 
cedures must be employed. 


Case of Gangrene of Meckel’s Diverticu- 
lum. D. A. Grattan, London, England. 
Brit. M. J. 2:85, July 21, 1945. In 
the case reported, the chief symptoms 
were acute urinary retention associated 
with vague abdominal pain, a mass in 
the left side of the abdomen and general 
abdominal distention; the pulse became 
rapid and thready, but there was no 
fever; catheterization relieved the urin- 
ary retention. A Pyle’s tube was passed, 

and after 48 hours discharged upper je- 

junal contents, indicating small intestine 
obstruction. 

Meckel’s found, to 

which the omentum was very adherent, 

causing obstruction. About 6 in. of the 

intestine, including the gangrenous di- 

verticulum, were excised. The patient 

died on the second postoperative day; 


At operation a gangrenous 
| gan 


diverticulum was 


death was found to be due to gangrene 
of the intestine proximal: to the anasto- 
mosis, due to mesenteric thrombosis. 


Irreducible Intussusception in Infants: Re- 
port of ‘wo Successful Primary Resec- 
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tions. Laurence S. Fallis, Detroit, Mich. 
and Kenneth W. Warren, Boston, Mass. 
Surg., Gynec. & Obst. 81:384-86, Oct. 
1945. In 2 infants aged 8 months and 
5 months respectively, primary resections 
for irreducible intussusception resulted in 
recovery. Success was attributed to early 
diagnosis, adequate preoperative prepara- 
tion, minimal amount of general anes- 
thetic, and specialized postoperative care. 
Meckel’s Diverticulum Containing Calculi. 
Arthur W. Allen and Gordon A. Don- 
aldson, Boston, Mass. Arch. Surg. 50: 
286-87, June 1945. ‘The present re- 
port is the eleventh recorded case of 
Meckel’s diverticulum containing calculi. 
In 7 cases the lesion gave rise to symp- 
toms. In most cases the diagnosis of 
obstructive appendicitis was suggested. 
In 4+ cases, including the one here re- 
ported, the stones were found incidental 
to other abdominal pathologic changes. 
The stones were not visible on x-ray 
films; they were pigmented and looked 
like gallstones. In the case subjected 
to chemical analysis, the composition of 
the stones was distinctly different from 


31. Appendix 


that found in biliary calculi. “The stones 
usually consisted of fecal material with 
bile pigment. In the present case the 
diverticulum containing calculi was found 
incidental to carcinoma of the cecum. 

An Unusual Case of Meckel’s Diverticu- 
lum. Sam Gendel (Major, M.C., 
A.U.S.) and Meredith G. Beaver (Lt. 
Col., M.C., A.U.S.). Ann. Surg. 121: 
891-93, June 1945. In the case here 
reported the diverticulum was not only 
abnormally long, but had also undergone 
acute inflammatory changes and had 
produced almost complete small bowel 
obstruction. It had ectopic gastric mu- 
cosa, which had undergone peptic ulcer- 
ation, and it was associated with early 
acute appendicitis. The intestinal ob- 
struction was probably the primary path-; 
ology; the acute diverticulitis constituted 
an important contributory factor; the 
fever, leukocytosis, and shift to the left 
of the polymorphonuclears — indicated 
acute inflammatory changes. Early acute 
appendicitis probably made matters 
worse, but was not in itself responsible 
for the patient’s condition. 


LYMPHOSARCOMA PRIMARY IN THE APPENDIX: A STUDY 
OF TWENTY-THREE CASES 
GraHaM Knox (Lt., j.g., M.C., U.S.N.R.) 
Arch. Surg. 50:288-92, June 1945 


A case of appendical lymphosar- 
coma confined to the appendix in a boy 
of 4+ years is reported, the diagnosis 
being made postoperatively. Of 23 
cases of sarcoma of the appendix pre- 
viously reported in the literature, 17 
were lymphosarcoma. The other 6 
cases, of different cell types, are de- 
scribed. The case presented by the 
author is the only sarcoma of the ap- 
pendix found in over 12,500 appen- 
dixes examined in the pathologic lab- 
oratories of St. Luke’s Hospital. The 
age incidence ranges from 4 years to 


45 years, with a tendency for higher 
frequency among the younger age 
groups. Some writers advocate colec- 
tomy on the right side for the younger 
age groups, on the presumption that 
lymphosarcoma might be present else- 
where in the gastrointestinal tract. 
Colectomy on the right, complete or 
partial, in 5 cases was followed in 4 
by death within | year. Radiother- 
apy may be of aid in the prolongation 
of life or may even be curative if the 
disease is well localized. 
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THE LOCAL USE OF SULFANILAMIDE IN THE TREATMENT 
OF ACUTE APPENDICITIS: A REVIEW OF 1,481 CASES 


R. STERLING MUELLER 
New York, N. Y. 
Ann. Surg. 122:625-30, Oct. 1945 


A comparison of results before and 
after the local use of sulfanilamide in 
acute appendicitis reveals a reduction 
in mortality rates following the use 
of intraperitoneal sulfanilamide from 
2.83 to 0.4 per cent. The intraperi- 
toneal use of sulfanilamide had no 
toxic effects and gave a higher local 
concentration of the drug in the peri- 
toneal cavity than oral or intravenous 
administration. In cases complicated 
by abscess or peritonitis, sulfadiazine 
was given postoperatively in addition 


to the local treatment. The advantages 
of the McBurney incision are stressed 
as well as the importance of drainage 
regardless of sulfonamide therapy. A 
delay to permit restoration of chemical 
equilibrium is justified but should not 
exceed 3 or 4 hours. In critical peri- 
tonitis cases when simple drainage is 
indicated, local anesthesia is recom- 
mended. 

[Serious toxic effects from the intra- 
peritoneal use of sulfanilamide have been 
reported.—Ep. | 


THE SIMULTANEOUS OCCURRENCE OF ACUTE 
APPENDICITIS AND MALARIA 
I. S. Ravprn (Brig. Gen., M.C., A.U.S.) and JoHn P. Nortu (Lt. Col., 


M.C., A.U.S.) 
Ann. Surg. 122:432-35, Sept. 1945 


The authors have operated upon 10 
patients who simultaneously had acute 
malaria and acute appendicitis, 1 who 
had acute malaria and a perforated 
duodenal ulcer, and 2 with acute ma- 
laria and spontaneous rupture of the 
spleen. In 3 instances of operation 
supposedly for acute appendicitis, the 
appendix was found to be normal. Ad- 
ministration of plasmochin frequently 
causes abdominal pain suggesting ap- 
pendicitis. Improvement of the pa- 
tient’s symptoms under antimalarial 
treatment is taken to be strong proof 
of the malarial origin of the abdomi- 
nal symptoms, while failure to re- 
spond indicates the presence of a sur- 
gical lesion. The present writers have 


seen malarial pains persist during 
treatment. 

A tabular analysis of the 10 cases 
is presented. Seven patients had 
acute, diffuse suppurative appendicitis 
and 3 acute simple appendicitis. The 
differential diagnosis between malaria 
and acute appendicitis:may be difficult 
or impossible. In mild cases opera- 
tion may be delayed for further diag- 
nosis. If an improvement does not 
follow antimalarial therapy, operation 
is indicated since delay may lead to a 
spreading peritonitis. 

[This recalls the importance also of not 


mistaking the early symptoms of typhoid 
for those of appendicitis.—En. | 
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APPENDICITIS, WITH EMPHASIS ON THE USE OF 
PENICILLIN 


GeorGE CRILE, Jr. (Lt. Comdr., M.C., U.S.N.R.) and James R. FULTON 
(Capt., M.C., U.S.N.) 
U. S. Nav. M. Bull. 45:464-73, Sept. 1945 


In 1,500 appendicectomies at a 


U. S. Naval Hospital, there was only . 


1 death, a mortality of less than 0.1 
per cent. This low mortality is at- 
tributed to early diagnosis with 
prompt operation in many cases, to the 
youth of the patients, the use of chem- 
otherapy, (especially penicillin), and 
also to the fact that many cases of ap- 
pendicitis seen 48 hours or more after 
onset were treated conservatively. 
When penicillin was given in large 
doses, 100,000 units every 2 hours, it 


was more effective in controlling peri- 
tonitis from appendicitis or perfora- 
tion of the large bowel than when 
given in smaller doses. On the basis 
of these findings, the authors suggest 
that conservative treatment with peni- 
cillin in appendicitis may be safer than 
operation under circumstances unfa- 
vorable for operation, as aboard small 
ships at sea. 

[At present many surgeons believe that 
penicillin in large doses is to be preferred 
to the sulfonamides in the control of appen- 
dicitis and its complications.—Ep. ] 


MORTALITY FACTORS IN ACUTE APPENDICITIS 


SraNLEY O. Hoerr (Capt., M.C., A.U.S.) 
Surgery 18:305-17, Sept. 1945 


The author presents a detailed 
study of 106 fatalities due to acute ap- 
pendicitis. The cases include unrup- 
tured appendicitis, acute perforated 
appendicitis, and appendical abscess. 
In 80 cases death was due to progress- 
ing appendicitis or its specific compli- 
cations. In 67 of the 80 patients op- 
eration was done 48 hours or more af- 
ter onset. Fifty-eight were operated 
upon within 6 hours of admission; the 
delay exceeded 6 hours in 22 cases. 
Prompt operation is urged in doubtful 
cases in which the other condition sus- 
pected does not definitely contraindi- 
cate operation. At the time of opera- 
tion 53 patients had acute perforated 
appendicitis, 14 had appendical ab- 
scess, and only 13 had acute unrup- 
tured appendicitis. Only 6 deaths oc- 
curred in patients operated upon with- 


in 30 hours of onset; of these, 5 had 
perforated appendicitis. Forty-nine of 
the 80 patients had received cathartics. 
At the time of death 15 patients had 
undrained residual abscesses. The lat- 
ter may be suspected in cases not im- 
proving after 2 weeks from onset. 
Severe ileus or mechanical intestinal 
obstruction was the cause of death in 
10 patients. Three patients died in 
spite of “adequate” sulfonamide ther- 
apy. Chemotherapy does not solve the 
problem of management of acute ap- 
pendicitis. The McBurney incision 
seems to have a slight advantage. The 
trend toward closure without drain- 
age, including selected cases with per- 
foration, seems justified. 
REFERENCES TO CURRENT ARTICLES 
A Procedure for Preventing Wound Con- 
tamination During Appendectomy. Ber- 
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nard J. Ficarra, Brooklyn, N. Y. Am. 
J. Surg. 69:234-35, Aug. 1945. A 
sterile finger cot is placed over the in- 
Hamed appendix, and the distal end is 
properly clamped or ligated about the 


32. Colon and Rectum 


base of the organ. In this way contami- 
nation of the operative field may be 
avoided even if the appendix should per- 
forate. The specimen is removed en- 
cased in the rubber sheath. 


PRIMARY RESECTION (CLOSED ANASTOMOSIS) OF RECTAL 
AMPULLA FOR MALIGNANCY WITH PRESERVATION OF 


SPHINCTERIC 


KUNCTION, TOGETHER WITH A 


FURTHER ACCOUNT OF PRIMARY RESECTION 
OF THE COLON AND RECTOSIGMOID ANID 


A NOTE ON EXCISION OF 


HEPATIC 


METASTASES 


Owen H. WaANGENSTEEN 


University of Minnesota, Department of Surgery, Minneapolis, Minn. 


Surg., Gynec. 


Primary resection with closed anas- 
tomosis without antecedent or supple 
mental colostomy is the operation of 
choice in malignant growths of the 
colon without obstruction. In April 
1943, the author reported a series of 
61 cases in which this operation had 
been done, with only | postoperative 
death. From April 1943 to Novem- 
ber 1, 1944, resection of the colon and 
of the rectosigmoid has been done in 
78 other patients, with 6 postopera- 
tive deaths, 3 of which are classed as 
unavoidable. These 3 unavoidable 
deaths were due to: (1) heart failure 
in a patient with a large invasive le- 
sion of the rectosigmoid; (2) arterial 
thrombosis of both renal arteries in a 
patient with cancer of the pelvic co 
lon; (3) an unexplained sudden death 
in.a diabetic patient, not due to insulin 
shock according to the records of the 
case. The operative mortality for the 
first series reported was 1.6 per cent, 
for the second series 7.6 per cent, and 
for the 2 series together 5 per cent. 
While there were no unavoidable 


& Obst. 


81:1-24, July 1945 


deaths in the first series, half of the 
deaths in the second series were un- 
avoidable, as noted above. 

In the author’s earlier series an am 
pullary rectal resection with preserva- 
tion of the rectal sphincters was done 
in 7 cases with | death. In the new 
series this operation was done in 20 
additional patients with | death (due 
to coronary thrombosis); for both 
series the postoperative mortality was 
7.4 per cent (2 deaths in 27 cases). 
In both series an arbitrary surgical di- 
vision between lesions of the recto- 
sigmoid and lesions of the rectal am- 
pulla was made at 10 cm. from the 
anus. Increased experience has shown 
this to be a satisfactory division. In 
lesions the lower limit of which is 
more than 10 cm. above the anus, it 
is rarely necessary to mobilize the rec- 
tum extensively posteriorly to estab- 
lish intestinal continuity. In_ lesions 
below 10 cm., however, extensive mo- 
bilization of the rectum posteriorly is 
necessary for the anastomosis, by divi- 
sion of the middle hemorrhoidal ar- 
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teries and posterior mobilization to the 
tip of the coccyx. Primary healing is 
the rule in primary resections of the 
colon and rectosigmoid (to 10 cm. 
above the anus), but primary healing 
does not usually occur in ampullary 
resection, because of interference with 
the blood supply of the lower rectal 
segment by division of the superior 
and middle hemorrhoidal vessels. 
Usually ampullary resection can be 
done with primary anastomosis, and 
without colostomy, if perineal drain- 
age of the presacral space is provided, 
as this space may become infected 
through a defect in the suture line. In 
some cases, however, supplemental 
colostomy has proved to be the best 
method of dealing with such infec- 
tions. Three methods of re-establish- 
ing intestinal continuity have been 
employed in ampullary rectal resec- 
tions: the Hochenegg “pull-through” 
method with Whitehead excision of 
the mucosa in the remaining distal 
segment; the Hochenegg “pull- 
through” method leaving the rectal 
mucosa in the distal segment; and an- 
astomosis of the proximal and distal 
segments through a proctoscope. 

In the author’s clinic, succinylsul- 
fathiazole is not used preoperatively 
in colonic or rectal surgery; preopera- 
tive preparation consists of the use of 
enemas preceded by oral administra- 
tion of mineral oil in “liberal” doses. 
The local implantation of sulfathia- 
zole in the wound, used in the earlier 
series, has been abandoned. In cases 
in which a urethral catheter is em- 
ployed, sulfadiazine is given in small 
daily doses in the early postoperative 
period to prevent urinary tract infec- 
tion. A high protein and carbohy- 











drate and low fat diet is employed for 
a few days before operation. 

In 3 of the 27 cases in which am- 
pullary resection was done, the opera- 
tion was performed for ulcerative co- 
litis. The remaining 24 patients had 
cancer of the rectum; 2 of these pa- 
tients died following operation. Of 
the surviving 22 patients, 5 have de- 
veloped local recurrence; all had 
large, fixed, low-lying lesions that had 
penetrated the fascia of the rectum 
and involved the lymph nodes in the 
pelvic mesocolon. The ampullary re- 
section operation is apparently not in- 
dicated in malignant growths of this 
type. In the majority of cases sphinc- 
teric function was good after ampul- 
lary resection. 

The author has previously de- 
scribed an operation for partial hepa- 
tectomy for liver metastases of gas- 
tric cancer. In 3 cases in the series 
reported, 2 cases of carcinoma of the 
rectal ampulla, and 1 case of carci- 
noma of the colon, a secondary partial 
hepatectomy was done for the re- 
moval of liver metastases after resec- 
tion and primary anastomosis. Two 
of these patients have remained well, 
one of the patients with rectal car- 
cinoma (an extensive low-lying le- 
sion) developed local recurrence and 
died more than 10 months after am- 
pullary resection. 35 references. 12 
figures. 

[It is well to emphasize the author’s 
statement that “ampullary resection is ap- 
parently not indicated in malignant growths 
of this type,” that is, in large, fixed, low- 
lying lesions. The results from the most 
radical resections are not brilliant and one 
should not compromise with cancer to save 
the sphincter.—Epb. | 
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THE SURGICAL MANAGEMENT OF COLON AND RECTAL 
INJURIES IN THE FORWARD AREAS 


Lawrence E. Hurr (Major, M.C., A.U.S.) 
Ann. Surg. 122:398-407, Sept. 1945 


This series represents 39 unselected 
and consecutive cases of colon and rec- 
tal injuries treated by the general sur- 
gical team of an auxiliary surgical 
group. The age incidence varied from 
18 to 38 years. Most of the injuries 
were caused by shel] fragments. 
Twenty-nine patients were operated 
upon within 12 hours of injury, 5 
within 6 hours, the average time in- 
terval being 15 hours. Five of 8 pa- 
tients admitted in severe shock died 
In 2 of 4 injuries of the hepatic flex- 
ure, the second part of the duodenum 
was injured. Peritoneal contamination 


and early infection. were controlled by 
surgery in the Forward Area, and b 
sulfonamides and penicillin. Only 12 
patients developed peritonitis. Eight 
patients with colon or rectal injuries 
alone responded to treatment. Thir- 
teen patients with severe wounds else- 
where complicating the colon injury 
died, a mortality rate of 33.3 per cent. 
The chief cause of death was severe 
shock in cases of colon injury associ- 
ated with other injuries. The next 
most important cause of death was 
sepsis. 


THE MANAGEMENT OF WAR INJURIES OF THE 
EXTRAPERITONEAL RECTUM 


Epmunp J. Croce (Major, M.C., A.U.S 


-), VANsEL S. JoHNnson (Lt. Col., M.C., 


A.U.S.) and THomas B. Wiper (Major, M.C., A.U.S.) 
Ann. Surg. 122:408-31, Sept. 1945 


Ten cases of war injuries of the ex- 
traperitoneal rectum are described in 
detail. It is emphasized that perfora- 
tion of the infraperitoneal portion of 
the rectum leads to fecal contamina- 
tion of the cellular tissue in the infra- 
peritoneal space. Since the latter com- 
municates with the retroperitoneal 
space posteriorly over the sacrum a 
fulminating widespread retroperito- 
neal sepsis may ensue. Even when 
such a perforation is only suspected 
and cannot be located, sigmoid co- 
lostomy should be established imme- 
diately. This alone will not prevent 
infection of the infraperitoneal space 


but the infection is likely to be less 
severe. The infraperitoneal perirectal 
space must be saucerized by coccy- 
gectomy and loosely packed. The lat- 
ter procedure may save the patient’s 
life and prevent spreading retroperi- 
toneal sepsis but does not constitute 
the ideal complete treatment. Unless 
the perforation is found and closed a 
persistent fistula may develop. It is 
emphasized that whereas chemother- 
apy may diminish early mortality, late 
mortality from chronic sepsis is more 
efficiently combated by surgical pro- 
phylaxis. 
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CARCINOMA OF SIGMOID AND RECTOSIGMOID INVOLVING 
URINARY BLADDER: SURGICAL MANAGEMENT 
IN SIXTY-FOUR CASES 


CLaAupbE F. Drxon and Raymonp E. BENson 


Rochester, Minn. 
Surgery 18:191-99, Aug. 1945 


The authors discuss some of the 
problems associated with carcinoma of 
the sigmoid and rectosigmoid involv- 
ing the urinary bladder and review 
their experiences with surgical man- 
agement of this condition. The study 
is based on 64 consecutive cases op- 
erated upon in the years 1931 to 1943, 
inclusive. Early preoperative inva- 
sion of the urinary bladder by a malig- 
nant process located in the sigmoid 
or rectosigmoid may be difficult or im- 
possible to detect. Slight involvement 
of the bladder is most frequently dis- 


‘covered on surgical exploration. 


In cases of severe involvement of 
the bladder, distressing urinary symp- 
toms aid in establishing preoperative 
diagnosis. There may be pain and dis- 
comfort in the bladder, relieved by the 
passage of flatus or stool, nocturia or 
frequency and urgency of urination. 
If the cancer invades the lumen of the 
bladder, a colovesical fistula may re- 
sult. Passage of gas and feces via the 
urethra will establish a diagnosis of 
enterovesical fistula. In one such case 
gross hematuria was the only symp- 
tom. 

In some cases pyuria may suggest 
secondary involvement of the bladder. 
In 21 of the 64 cases in this series, in 
which the entire vesical wall was in- 
vaded by carcinoma, 11 (52 per cent) 
of the patients had marked pyuria be- 
fore operation. Proctoscopic examina- 
tion and roentgenologic examination 
of the colon after a barium enema may 
reveal fixation of the intestinal lesion 


in the bladder region and aid in diag- 
nosis. 

Preoperative preparation includes 
administration of urinary antiseptics 
and elimination of retained fecal ma- 
terial by a saline laxative and enemas. 
A non-residue type of diet is pre- 
scribed. Large doses of succinylsulfa- 
thiazole are given for 3 days before 
operation. Of the 64 patients who had 
carcinoma of the sigmoid or rectosig- 
moid involving the urinary bladder, 
40 patients were subjected to extensive 
resection. There were 7 deaths. 
Twenty of the 40 patients are still 
living, having lived for from less than 
1 to more than 5 years after opera- 
tion. Seven have survived for 5 years 
or longer. 

In cases of carcinoma of the sigmoid 
and rectosigmoid invading the urinary 
bladder and other surrounding struc- 
tures without producing distant met- 
astases, resection through the abdomi- 
nal wall may be possible. If not, a 
combined abdominoperineal operation 
or radical posterior resection may be 
employed. Of 40 patients subjected 
to radical resection, 20 were still liv- 
ing at the time of inquiry, or had lived 
for 5 years or longer. Of these, 7 
have lived for more than 5 years since 
operation, 2 for + years, | for 3 years, 
2 for 2 years, and 5 for 1 year. Of 
10 patients who survived for 3 years 
or longer, 7 had a slight to moderate 
degree of bladder infiltration; 3 had 
massive involvements requiring ex- 
tensive resection of the bladder. After 
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leaving the hospital 13 patients died. 
The shortest survival was 2 months. 
Several patients lived for more than 
2 years. 

Resection of the urinary bladder 
during radical operations for carci- 
noma of the sigmoid or rectosigmoid 


—_—_ 


involves increased operative risk. Of 
the 40 patients subjected to radical 
resection 7 died in the hospital. Bron- 
chopneumonia caused death in 2 cases, 
pulmonary embolus in 2, peritonitis in 
1, liver abscess in 1, and intra-abdomi- 
nal hemorrhage in one. 4 figures. 


TECHNIQUE AND RESULTS OF PRIMARY AND SECONDARY 
PULL-THROUGH OPERATION AFTER REMOVAL OF 
TUMORS OF THE RECTUM AND RECTOSIGMOID 


Fevtix ManpL 


Jerusalem, Palestine 
Surgery 18:318-35, Sept. 1945 


Following a review of operative 
methods suggested in the Anglo- 
American, French, and German liter- 
ature, the author describes the technic 
of the primary ( Hochenegg) and the 
secondary ( Weil) pull-through meth- 
ods, the latter being “artificial produc- 
tion” of prolapse (Mandl) from the 
sacral anus and operation on the sac- 
ral hernia. The pull-through opera- 
tion may be employed equally as well 
after dorsal (sacral) or combined (ab- 
dominosacral) radical operation. To 
date the Hochenegg method seems 


best suited for restoration of conti- 
nence after operation on the rectosig- 
moid, provided the indications are 
strictly observed. It could, however, 
be employed in only a certain number 
of cases of carcinoma (31.4 per cent 
of all cases) and was followed by 
smooth healing by first intention in 
46.6 per cent. By proper treatment 
of complications and by secondary 
pull-through operation, the percent- 
age was brought up to 75 per cent. 
Seventeen illustrative cases are re- 
ported. 


ONE STAGE “OPEN” RESECTION OF LESIONS OF THE LEFT 
COLON WITHOUT COMPLEMENTARY COLOSTOMY 


Kart A. MEYER, ALFRED SHERIDAN and DonaLp D. Kozoui 


Chicago, Ill. 
Surg., Gynec. & Obst. 81:507-14, Nov. 1945 


The authors present a preliminary 
report of 20 cases of one-stage resec- 
tion of the left half of the colon by an 
“open” technic. Succiny] sulfathia- 
zole was administered to all but 2 pa- 
tients for a period of 7 to 14 days be- 
fore surgery, in doses varying from 
12 to 18 gm. per day. No patient re- 
ceived less than.a total of 84 gm. of 
the drug, the highest total being 216 





gm. After operation an inlying intra- 
gastric suction tube was used. Sulfa- 
nilamide intraperitoneally and sodium 
sulfadiazine intravenously were given 
on the first and second postoperative 
days. The average amount of blood 
transfused was 1,350 cc., varying 
from 500 to 3,500 cc. 

Spinal anesthesia was used in 18 of 
the 20 patients; in 2 of the 18 ponto- 
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caine was used, in the remainder a 
1:1,500 solution of nupercaine with 
the technic of Hand and Sise. In 2 
patients combinations of ether and 
ethylene, and ether with cyclopropane 
were used. The only death was in a 
patient receiving ether and ethylene. 
The operation required from | 
hour and 10 minutes to 2 hours and 
4() minutes, with an average of | hour 
and +5 minutes. The details of the 
operative technic are shown in illus- 
trations. No crushing clamps were 
used; interrupted catgut sutures were 
used through all layers, and inter- 
rupted No. 35 stainless steel wire su- 
tures were placed as a second sero- 
muscular layer (as Lembert sutures). 
Sulfanilamide crystals up to 5 gm. 
were sprinkled between the first -and 
second rows of sutures and about the 
anastomosis itself. At the end of the 
operation the rectal sphincter was di- 
lated and a rectal tube was inserted to 
a point below the level of resection. 
Following operation patients were 
placed on continuous siphonage, par- 
enteral fluids were administered, and 
hyperventilation was obtained with 
mixtures of oxygen and carbon diox- 
ide. Although a rectal temperature of 
104° F. was seen occasionally, these 
cases were the exceptions. In most pa- 
tients there was little or no fever after 
the second or third postoperative day. 
Gastric suction was discontinued as 
soon as the patient first passed flatus, 
usually on the third or fourth post- 


operative day, and oral feeding was 
started that same day. In 6 patients 
the first formed stool was passed on 
the third postoperative day, in 1 on 
the fourth, in 5 on the fifth, in an- 
other 5 on the sixth, in 2 on the sev- 
enth, and in the remaining patient on 
the tenth postoperative day. Early 
return of bowel function was unasso- 
ciated with diarrhea or bleeding. In 
cases with delayed bowel function 
with no evidence of organic obstruc- 
tion, prostigmine in repeated doses 
was administered. 

The duration of hospitalization av- 
eraged 13 days. One patient with ul- 
cerative colitis was in the hospital 49 
days. Complications included pul- 
monary atelectasis in 2 patients, pul- 
monary edema in 1, and pulmonary 
embolism in 1; all of these patients 
were 7() years of age or more. The 
| death (the case of embolism) on the 
third postoperative day represented a 
mortality of 5 per cent. The advan- 
tages of this operation include: (1) 
more radical resection of the tumor, 
(2) avoidance of complications inher- 
ent in exteriorization procedures, (3) 
avoidance of a colostomy, and (4) 
shortened postoperative course and 
fewer readmissions. This operation is 
not recommended in the presence of a 
distended colon, in lesions fixed close 
to the pectinate line of the rectum, in 
presence of infection or in patients 
with a short mesentery. 23 references. 
+} figures. 


REGIONAL SEGMENTAL COLITIS 


JorGE bE Castro Barsesa, J. 
S. Clin. North America, 


The authors present a fairly com- 
plete survey of the total number of 
cases of all types of ulcerative colitis 
Mayo Clinic from 


observed at the 


ARNOLD BARGEN and CLaAupE F. 
Mavo No.:939-68, Aug. 1945 


Dixon 


1923 to 1943, inclusive. Approxi- 
mately 4,000 different cases of ulcera- 
tive colitis were observed. During 
that time 140 cases of regional colitis, 
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approximately 4 per cent of the total 
number, were observed. The greatest 
number of these cases were observed 
in the last decade. The disease was 
equally distributed among male and 
female patients, and it occurred most 
frequently in the third and fourth 
decades of life. The segments of the 
right half-of the colon were by far 
more frequently involved than those 
on the left, hence the suggested term 
“right-sided colitis.” However, the 
transverse colon was slightly more 
commonly involved than the ascend- 
ing colon. The proximal segments of 
the left colon were commonly in- 
volved. 

The frequency of involvement de- 
creased toward the distal portion of 
the left colon. In 22 cases the proxt- 
mal sigmoid and in § cases the distal 
sigmoid was found to be involved and 
in some of these cases proctoscopic ex- 
amination revealed the distal end of 
the inflammatory process. The termi- 
nal ileum in 25 (18 per cent) of the 
140 cases had some involvement, evi- 
dently secondary to the main colonic 
lesion. In 3 cases there were concomi- 
tant lesions of the small and the large 
bowel separated by normal bowel. In 
the vast majority of the cases the co- 
lon was involved by a single short or 
long continuous inflammatory process, 
at times with more marked changes 
in certain segments, but in 4 cases 
there were 2 separate colonic lesions 
with normal bowel in between, and in 
| case there was a patchy distribution 
of the inflammatory process. In 28 
cases, no sulfonamide drug of any 
kind was used at any time during the 
course of treatment. Of the 43 pa- 
tients who underwent some form of 
surgical intervention, 11 were treated 
medically prior to surgical treatment, 


6 with the use of sulfonamide com- 
pounds. There was a high incidence 
of recurrence in all the groups. In 
more than half of the cases symptoms 
recurred within 1 year of observation 
after the diagnosis was made and these 
recurrences repeated themselves in 
the subsequent years. Recurrences 
were least frequent in the surgical 
group. All the recurrences were 
among patients who had a side-track- 
ing operation only, whereas there was 
no recurrence when a resection was 
undertaken, removing all of the dis- 
eased bowel. 

The authors venture the following 
suggestions for treatment: Nearly all 
of these patients should have the ad- 
vantage of some form of medical 
treatment, including a satisfactory rest 
program and an adequate diet high in 
proteins and vitamins and low in resi- 
due, with various supportive mea- 
sures. During the acute phase of the 
trouble, one of the sulfonamide com- 
pounds should be given, preferably 
succinylsulfathiazole. In some cases 
the medical regimen resulted in the 
complete relief of symptoms and ob- 
jective signs of the disease. Sulfa- 
guanidine and _ succinylsulfathiazole 
were administered to several patients 
in the series over protracted periods; 
in a few cases roentgenologic examina- 
tions of the bowel ultimately showed 
complete absence of objective signs of 
the disease. Because of the high inci- 
dence of recurrence and the unpredict- 
able manner in which this disease be- 
haves, radical surgical excision would 
seem to be the preferred treatment. 
The authors conclude that all these 
patients should probably receive an 
adequate medical regimen, that resec- 
tion is probably the treatment of 
choice, that the time of such resection 
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must be carefully determined by the 
clinician and the surgeon working to- 
gether, that adequate preoperative 


management is of the greatest impor- 
tance and that short-circuiting opera- 
tions do not yield final good results. 


SUCCINYLSULFATHIAZOLE AND INTESTINAL SUCTION 
IN SURGERY OF THE LARGE BOWEL 


Francis C. Newron and JAMEs B. BLopGEetr 


Boston, Mass. 
Surgery 18:200-206, Aug. 1945 


In a series of 114 cases of large 
bowel resection, preoperative succinyl- 
sulfathiazole and preoperative and 
postoperative intestinal suction were 
employed in a test group (36 cases). 
In the control group (78 cases) pri- 
mary colostomy without chemother- 
apy was the routine in resections with 
restoration of continuity. No cases 
in the test group required the Miku- 
licz type of resection. This investiga- 
tion showed that the use of intestinal 
suction and succinylsulfathiazole in 


THE SURGICAL 
RECTUM: 


TREATMENT OF 
STATISTICS ON 


the preoperative and _ postoperative 
care of patients subjected to large 
bowel resections reduces the incidence 
of postoperative infection and mortal- 
ity. The incidence of complications 
was reduced from 58 to 25 per cent 
and gross mortality from 19 to 3 per 
cent. In comparing similar operative 
procedures such as resections and an- 
astomoses the incidence of postopera- 
tive infection was reduced from 43 to 
6 per cent and mortality from 22 to 3 
per cent. 11 references. 3 figures. 


CARCINOMA OF THE 
198 CASES OF RESECTION 


E. ParKER HaypEN 


Massachusetts General Hospital, Boston, Mass. 
New England J]. Med. 233:81-83, July 26, 1945 


In 238 cases of carcinoma of the 
rectum, operation was not advised in 
7 cases and was advised but refused 
in 14 cases. In the 217 cases in which 
operation was done, there were 19 in 
which a radical operation was found 
to be contraindicated. In the remain- 
ing 198 cases, radical resection was 
done. A two-stage abdominoperineal 
resection was done in 27 cases, by eith- 
er colostomy followed by posterior re- 
section, the Jones operation, or the 
Lahey operation. In 2 of these cases a 
one-stage operation was planned, but 
was stopped after the abdominal part 
of the procedure because of the pa- 


tient’s condition, and perineal resec- 
tion done 2 days later. Abdomino- 
perineal resection in one stage is the 
operation of choice in carcinoma of the 
rectum, and was done in 131 cases in 
this series. Preoperative preparation 
of 3 to 5 days after admission to the 
hospital is usually sufficient. The au- 
thor has usually employed pontocaine 
spinal anesthesia, as it greatly facili- 
tates the operative procedure because 
of the satisfactory relaxation. The 
colostomy has usually been placed in 
the long left paramedian incision, 
without suture of the left lateral gut- 
ter. But if the descending colon is 
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brought out through a lateral rectus 
stab wound, the lateral aperture 
should be closed. 

Anterior resection may be em 
ployed if the tumor is too low for a 
Mikulicz operation but a division of 
the bowel below with a fair margin is 
possible; the author has not found 
this operation to be satisfactory. It 
was done in 16 cases in this series. 
End-to-end suture can be done when 
the tumor ts a little higher than the 
level noted above but not high enough 
for a Mikulicz operation; this opera- 
tion was done in 13 cases in the series 
reported. A Mikulicz resection was 
done in 10 cases. Tube resection for 
a tumor too low for anterior resection 
is only occasionally indicated in order 
to preserve the anal outlet; it was 
used in only | case in the series. 

There were 26 postoperative hos 
pital deaths in this series, a mortality 


THRE MIKULICZ 


RESECLION OPERATION 


of 13 per cent. The mortality in the 
one-stage abdominoperineal resections 
was 10) per cent. The chief causes of 
death were pneumonia (8 cases), sep- 
sis (7 cases), embolism (3 cases) and 
obstruction (2 cases). 

Of the 198 patients on whom re- 
section was done, 75 died later, usual- 
ly of recurrence, but 12 are known to 
have died of intercurrent disease. Of 
the 98 patients operated on over § 
years ago, 32, or 33 per cent, are liv- 
ing and without signs of recurrence 
for 5 to 14 years. In most of the cases 
in which death was due to recurrence, 
the tumor was an adenocarcinoma of 
Grade II. or III], with lymph node 
metastases or a large tumor invading 
the serosa; however, there were ex- 
ceptions to this rule. On the other 
hand some of the cured patients had 
lymph node metastases or a large tu- 
mor at the time of operation. 5 ta- 
bles. 


KOR GANGRE- 


NOUS INTUSSUSCEPTION IN INFANTS 


‘T. A. Hinpmarsn, A. T. 


STEWART and B. Morrison 


Roval Victoria Infirmary, Newcastle-upon-Tyne, England 
Brit. M. J. 2:382-84, Sept. 22, 1945 


When acute intussusception in tn- 
fants becomes irreducible and gan- 
grenous, the usual form of surgical 
treatment is either resection of the 
gangrenous mass with end-to-end or 
lateral anastomosis, or exteriorization 
of the mass and enterostomy, with 
closure of the enterostomy if the child 
survives. The results have not been 
good and very few children have 
lived. 

The authors have recently em- 
ployed a modification of the Mikulicz 
type of resection in 2 cases of irreduci- 
ble gangrenous intussusception in in- 


fants. The type of operation em- 
ployed is possible in infants because 
the cecum, ascending colon and trans- 
verse colon at that age are very mo- 
bile. After a small incision of the 
peritoneum on the outer side of the 
intussusception, it was possible, in both 
cases, to mobilize the mass and bring 
it out of the abdomen with little trau- 
ma. The viable portions of the ileum 
and the colon were united, employing 
the usual double-barrelled Mikulicz 
colostomy method, by continuous cat- 
gut sutures. The abdominal incision 
was closed around the bowel, using 1n- 
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terrupted sutures. The spurs were 
crushed and removed with small 
crushing clamps according to the usual 
Mikulicz method, after 6 days. After 
another 6 days, on the twelfth day af- 
ter operation, the bowel ends were 
freed and turned in and the stomata 
closed. Both of these children were 
very ill, showing signs of intestinal 
obstruction, about 48 hours after op- 
eration before the ileostomy began to 
drain well. When drainage was prop- 
erly established, they showed rapid 
improvement and made an excellent 
postoperative recovery. The first pa- 
tient Is gaining weight, and a slight 


tendency to diarrhea, due to loss of 
the ileocecal junction, has cleared up. 
The second child, operated on more 
recently, is also progressing well. 

No type of major operation, the 
authors note, can be successful in in- 
fants unless special preoperative and 
postoperative care is given by those 
experienced in modern pediatric 
methods. It was found in the 2 cases 
reported that considerable amounts of 
fluid, such as 0.2 per cent saline and 
dextrose, or normal saline, could be 
given by mouth as well as fluids intra- 
venously. 3 tables. 


VOLVULUS OF THE SIGMOID COLON: REPORT OF 
TWENTY-FIVE CASES 
Wicuiam DD. Grirrin, GeorGce R. Bartrron and Kart A. MEYER 
Chicago, III. 


Surg., Gynec. & Obst. 


Of 458 cases of large bowel ob- 
struction treated between 1937 and 
1945 at the Cook County Hospital, 
37 were volvulus of the sigmoid co- 
lon, an incidence of 8.0 per cent, or 
2.2 per cent of all intestinal obstruc- 
tions admitted. The clinical and sur- 
gical records and x-ray films in 25 of 
these cases are reviewed. The 7 acute 
cases occurred in the younger age 
groups, with a history of constipation, 
early transient emesis, generalized 
cramping abdominal pains, abdominal 
tenderness, acute distention, and 
marked prostration. In such cases 
gangrene develops early and the dis- 
ease runs a fulminating course. The 
18 subacute cases occurred in the older 
age groups, with a more gradual on- 
set, history of constipation, and late 
emesis. In this form gangrene de- 


velops slowly and the course is more 
moderate. Seventy-six per cent of the 


81:287-94, Sept. 1945 


patients could not take an enema of 
more than 500 cc. The most helpful 
diagnostic aid was x-ray examination 
which showed a tremendously dilated 
sigmoid loop situated in the right ab- 
domen, moderate distention of the co- 
lon above the volvulus, absence of a 
collection of fluid within the bowel, 
“ace of spades” appearance of the 
barium enema opacity, and normal 
mucosal pattern in the sigmoid and 
rectum distal to the dilated loop. 
Since volvulus of the sigmoid tends to 
recur, simple detorsion is not the best 
treatment. Best results are obtained 
by exteriorization and second stage 
resection. 

Fight patients were treated by a 
Mikulicz procedure; in 6 this method 
was the initial procedure. In 1 pa- 
tient a cecostomy was done 15 days 
previously. QOne patient had a simple 
detorsion followed by a recurrent at- 





306 QUARTERLY REVIEW OF SURGERY 





tack and a lateral anastomosis, and, 
following a third recurrence, an ex- 
teriorization and resection of the 
markedly redundant sigmoid loop. 
Three patients died of gangrenous 
bowel. Six patients were treated by 
simple detorsion, with | death. Three 
of these patients had recurrent at- 
tacks; 1 was relieved by conservative 
therapy, | by a lateral anastomosis be- 
tween the proximal and distal sigmoid 
loops; 1 patient died, not relieved by 
conservative therapy. In 5 patients 
with a diagnosis of large bowel ob- 
struction a McNealy cecostomy was 
done. Two patients died; of the 2 


who survived cecostomy, one required 
a Rankin obstructive resection 24 
hours later for gangrenous bowel, and 
the other was partly relieved by the 
cecostomy only to become completely 
obstructed 15 days later, requiring an 
exteriorization procedure. Two pa- 
tients were treated by conservative 
methods of oil and enema routine in 
the knee-chest position. One recovy- 
ered but had a recurrence of volvulus 
2 years later and expired. Volvulus 
recurs in 20 per cent of the cases, ne- 
cessitating further operative proce- 
dures, and has a mortality of 40 per 
cent. 18 references. 7 figures. 


EVOLUTION OF SPHINCTER MUSCLE PRESERVATION AND 


RE-ESTABLISHMENT OF 


CONTINUITY IN THE 


OPERATIVE TREATMENT OF RECTAL AND 
SIGMOIDAL CANCER 
Harry E. Bacon 


Temple University School of Medicine, Philadelphia, Pa. 
Surg., Gynec. & Obst. 81:113-127, Aug. 1945 


A review is presented of the devel- 
opment of operations for removal of 
rectal and low sigmoidal cancer with- 
out the establishment of a permanent 
abdominal colostomy. This shows that 
the sphincter musculature can be pre- 
served in more than 80 per cent of 
cases, and that the rate of survival is 
not affected by performing the opera- 
tion without colostomy. 

A total of 732 cases have been re- 
ported by Babcock and the author in 
which resection of the colon and rec- 
tum was done without colostomy. Of 
these the author has personally oper- 
ated on 208 cases, which were selected 
for operation from a group of 256 pa- 
tients with cancer of the rectum and 
lower sigmoid, a resectability rate of 
81.2 per cent. In the other 48 cases, 
palliative colostomy, exploration and 
closure, or local excision or fulgura- 


tion was done. In the 208 cases in 
which resection was done, various 
methods were employed, including 
the Mikulicz and Rankin modifica- 
tion, and Babcock’s single clamp meth- 
od; 145 cases were operated on by the 
Babcock technic of abdominoperineal 
or perineal proctosigmoidectomy with- 
out colostomy and with an anal sig- 
moidostomy. 

The patients were admitted to the 
hospital 5 to 7 days before operation 
and were treated to restore fluid, cal- 
oric, nitrogen and electrolyte balance. 
To aid in restoring nitrogen equilib- 
rium, amino acids were given by 
mouth, 300 to 400 cc. (15 per cent 
solution) daily. Vitamin supplements 
were also given by mouth. On the 
fifth preoperative day, treatment with 
a nonabsorbable sulfonamide was be- 
gun and continued to the morning of 
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operation. Sulfasuxidine and more 
recently sulfathalidine have been em- 
ployed. 

Spinal anesthesia was used in all 
patients in this series except 2 cases 
with acute intestinal obstruction. For 
the Babcock abdominoperineal opera- 
tion a left oblique incision was em- 
ployed; the left anterior rectus sheath 
was divided. After the extent of the 
growth was determined by palpation, 
the patient was placed in the Tren- 
delenburg position and the small in- 
testine held out of the pelvic cavity 
by hot packs. The left lateral leaf 
of the mesosigmoid was divided wide 
of any malignant infiltration, and the 
dissection carried on until the sigmoid 
with attached fat and mesosigmoid 
could be mobilized toward the mid- 
line. Usually transillumination was 
employed to visualize the inferior 
mesenteric, superior hemorrhoidal 
and sigmoidal vessels and their com- 
munications to determine with greater 
precision what could be preserved to 
allow the sigmoid to reach through 
the perineum. The necessary vessels 
were clamped, divided and doubly 
ligated. By observing pulsating ar- 
teries or by the character of the bleed- 
ing when the small vessels on the sur- 
face of the bowel at the level of re- 
section were incised, the point of via- 
bility was determined and identified 
with black silk. The lower pelvic sig- 
moid and rectum were stripped from 
the sacrum as far as the sacrococcygeal 
articulation by inserting the hand into 


the postrectal cellular space in the 


pelvis. The lateral ligaments were di- 
vided as far as the upper surface of 
the levator ani. The rectum was sep- 
arated from the upper portion of the 
vagina in the female and from the 
base of the bladder as far as the pros- 
tate in the male. Five grains of sul- 


fathiazole powder were dusted over 
the viscera which were covered by the 
great omentum and the peritoneum 
was closed. The patient was then 
changed to the lithotomy position for 
the perineal phase of the operation (a 
specially designed spinal mattress be- 
ing employed), and the rectum 
packed loosely with antisepticized 
gauze. The anal canal was closed 
by a pursestring suture at the pecti- 
nate or anorectal line. A posterior in- 
cision was made behind the closed 
anus and carried around and just be- 
low the closed anorectal line. The 
sphincter muscle was separated, re- 
tracted, and divided posteriorly. The 
rectum was completely mobilized, and 
the rectum and sigmoid drawn 
through the wound and enclosed in a 
towel. The segment of the bowel 
identified with black silk as viable 
should protrude well beyond the skin 
margin. An anterior pelvic floor was 
established and the perineal and an- 
terior sphincter muscles were per- 
mitted to assume normal positions. A 
curved, perforated metal drain was in- 
serted along the sacrum for 48 hours. 
Dressings were applied and the pro- 
truding bowel slit at or above the 
point of viability. A 28 gauge rubber 
tube was placed and tied in the bowel; 
it was removed after the first bowel 
movement. In the postoperative peri- 
od, fluids including physiologic saline, 
glucose, and sodium lactate were 
given intravenously to maintain fluid 
and electrolyte balance, as well as 
amino acids and whole blood to main- 
tain nitrogen equilibrium. Sodium 
sulfathiazole was also given intrave- 
nously. Of the 145 patients in whom 
this operation was employed, there 
were 8 deaths, an operative mortality 
of 5.5 percent. This was an unselect- 
ed group except that growths within 
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3 cm. of the sphincter musculature 
were excluded. Most of the patients 
were discharged from the hospital on 
the twelfth postoperative day and 


could return to work, either their 
former or lighter occupations, in 6 to 
10 weeks. 105 references. 1 table. 
11 figures. 


\ METHOD OF BOWEL ANASTOMOSIS FOLLOWING THE 
RANKIN-MIKULICZ OR LAHEY TYPE OF OB- 
STRUCTIVE RESECTION 
Epwin S. SINAIKO 


Chicago, Ill. 
Wisconsin M. J. 44:1065-68, Nov. 1945 


The method here described con- 
verts dissimilar diameters of resected 
bowel loops into similar ones by 
“cutting the spur between the ex- 
teriorized loops, thus routinely en- 
larging the stoma.” The spur is cut 
instead of being allowed to slough and 
the cutting of the spur is done as part 
of the anastomosis and not as a pre- 
liminary step. This extraperitoneal 
procedure has yielded successful re- 
sults in 170 cases. Following a de- 
scription of the technic of ileocolos- 
tomy and interval treatment of ileo- 
colostomy, the technic for closure 1s 
described as follows: After proper 
preoperative preparation of the skin, 
the old scar is excised and freed from 
loops of ileum and colon. The inci- 
sion is brought down through fascia 
and muscle to the parietal peritoneum 
and adherent fascia on its exterior 
surface. The spur is cut between 2 
Payr clamps, and 2. through-and 
through interrupted silk sutures are 
placed in the cut spur, one on each 
side of the “mid-point or apex” of the 
spur. These guy sutures are left long 
and held. After placing 2 seromuscu- 
lar interrupted silk sutures laterally, 
opposite each other, where the ileum 
and colon join, the Payr clamps are 
removed. 

A through-and-through running 


lock suture of gastrointestinal catgut is 
brought from the center of the cut 
spur laterally to the left, and is con- 
verted into a Connell stitch upon 
reaching the lateral angle formed by 
the respective seromuscular guy su- 
ture. The Connell stitch is continued 
to complete the left half of the anas- 
tomosis. A similar suture is placed on 
the right side, after which the 2 cen- 
tral guy sutures are cut. When the 
Connell suture on the right meets its 
fellow on the opposite side, the two 
are tied together on the outside of the 
bowel, completing the anastomosis. 
A second or seromuscular layer of 
interrupted sutures (Cushing stitch) 
is added for reinforcement. In clos- 
ing the incision, a few interrupted 
stitches are used to bring the muscle 
together and serve as a support. In- 
terrupted stitches are used to close the 
anterior layer of fascia over the top 
of the loop, and a Penrose drain 1s 
brought down beneath the fascial lay- 
er to the bowel loop. After sprin- 
kling sulfanilamide powder in all lay- 
ers of the wound, the skin is closed. 
Only sips of water are permitted by 
mouth for 3 days, the fluid require- 
ment being filled parenterally. Tea, 
broth and gelatin are given on the 
fourth day, cereals, puréed fruits and 
vegetables on the fifth day, and eggs 
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and toast on the seventh day. By the 
twelfth day, the patient is on a full 
diet. The Penrose drain is shortened 
on the fourth day and removed on the 
fifth day after operation. Although 
the drainage tract is usually healed by 
the sixth or seventh day, it is best to 
keep it open for another day or two 
by careful probing with a blunt instru- 


ment. Uniformly good results and 
healing by first intention have been 
obtained with this technic. 4 refer- 
ences. 6 figures. 

|The experience of the military sur- 
geons in the local use of the sulfa drugs in 
wounds should be carried into civilian sur- 
gery. On the basis of their wide experi- 
ence, local use was abolished.—Ep. | 


A SUCCESSFUL NEW METHOD OF SUSPENDING THE 
PROLAPSED TRANSVERSE COLON 
MARVIN SMITH 


Miami, Fla. 
}. Florida M. A. 32:191-93, Oct. 1945 


The author’s new method for sus- 
pending the prolapsed transverse co- 
lon is described as follows: After 
raising the colon and greater omen- 
tum from the pelvis, the transverse 
colon is placed across the epigastrium 
along the line of the greater curvature 
of the stomach. The greater omentum 
is then lifted up over the anterior sur- 
face of the stomach and 2 rows of 
strong interrupted intestinal sutures 
are placed through the omentum and 
the serosa of the stomach, to bring 
these two surfaces into close contact. 
The 2 lines of sutures are about 34 
inch apart parallel with the long axis 
of the stomach. The patient is kept 
in bed for 21 days to insure firm 
union, and is instructed to apply an 


abdominal binder over a small pad be- 
fore arising in the morning. This sup- 
port is worn for a few weeks. Roent- 
genographic checking months or years 
after this procedure reveals the colon 
in good position with correction of 
acute angulations. In cases of extreme 
redundancy or disease of the trans- 
verse colon, it may have to be resect- 
ed. The author emphasizes the sim- 
plicity of this operation and the excel- 
lent results obtained. 7 references. 3 
figures. 

|The enthusiasm of 20 years ago for 
changing the contour of the colon has 
largely disappeared. ‘The indications for 
the above procedure are not clear and it 
would seem in the light of past experience 
to have a decidedly small field of applica- 
tion —Ep. | 


THE SURGICAL ASPECT OF INTESTINAL AMEBIASIS 


Puivtie Hawe (Lt. Col., R.A.M.C.), Liverpool, England 
Surg., Gynec. & Obst. 81:387-404, Oct. 1945 


The importance of intestinal amebi- 
asis in endemic areas is stressed. The 
clinical and radiologic findings in lo- 
calized forms of intestinal amebiasis 
may simulate those of surgical dis- 


eases, acute or chronic. The Enda- 
moeba histolytica cannot always be 
found in the stools. Sigmoidoscopy 
may then be successful. The response 
to emetine is of diagnostic importance, 
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but some cases are resistant to the 
drug, necessitating exploration or bi- 
opsy. Amebiasis may coexist with 
other lesions. Considering the risks 
of operation in cecal amebiasis all ef- 
forts should be made to obtain a clin- 
ical diagnosis. In exploratory opera- 
tion, manipulation of the cecum 
should be avoided and, unless danger- 
ously diseased, the appendix should 
not be removed if amebiasis is found. 
Emetine should be given immediately 
after operation. 

Operation should not be recom- 
mended in any case with an inflam- 
matory mass until cecal amebiasis has 
been excluded. Amebic appendicitis is 
regarded for purpose of diagnosis and 
treatment as an extension of cecal 
amebiasis; unless complicated by ab- 
scess or perforation, it is a medical 
disease. Intestinal amebiasis and post- 
dysenteric conditions of nonappendic- 
ular origin must be excluded. before 
operation. 

Operation may be required for re- 
sidual appendicular disease following 
cecal amebiasis. Chronic amebic coli- 
tis and ulceration of the rectum may 
be mistaken for carcinoma or other 
surgical disease. Abdominal or recta] 
operations are strongly contraindi- 
cated in intestinal amebiasis and are 
often followed by serious complica- 
tions. If operation is imperative, or 
if amebiasis is discovered at explora- 
tory operation, emetine should be 
started as soon as possible. Appendi- 
costomy and cecostomy are not rec 
ommended. 

REFERENCES TO CURRENT ARTICLES 
Wounds of the Rectum. C. Naunton Mor- 
gan (Brigadier, R.A.M.C.). Surg., 

Gynec. & Obst. 81:56-60, July 1945. 

In a series of 32 penetrating wounds of 


the rectum seen at a base hospital, 26 
were extraperitoneal lesions and 6 intra- 


peritoneal or combined. Of the 26 
extraperitoneal wounds 5 were in 
the anorectal region, complicating 
wounds of the buttocks or perineum. 
Early diagnosis of injury to the rectum 
was made in only two-thirds of the 
extraperitoneal wounds, but there was 
evidence of intra-abdominal injury in all 
the cases of intraperitoneal or combined 
wounds. Operative treatment of the 
different types of wounds is described. 
There were 8 deaths in the group with 
extraperitoneal rectal wounds, | death 
in the anorectal wound group, and 2 
deaths in the intraperitoneal wound 
group. Two illustrative cases are report- 
ed. 4 references. 

Acute Colonic Obstruction Secondary to 
Carcinoma of the Sigmoid Colon With 
Gangrene of an Extensive Segment of 
the Large Bowel: A Case Report. Ar- 
nold J. Kremen (Capt., M.C., A.U.S.). 
Surgery 18:335-38, Sept. 1945. In 
acute mechanical obstruction of the co- 
lon due to carcinoma, extreme dilata- 
tion of the colon proximal to the site of 
obstruction with perforation of the ce- 
cum is the usual result, if prompt de- 
compression of the obstructed bowel is 
not accomplished. In distention of com- 
plete large bowel obstructions, intralu- 
minary tension on the cecal wall, because 
of its greater diameter, is greater per cm. 
than in any other segment and perfora- 
tion of the cecum usually occurs -there- 
fore before the intraluminary pressure 
rises sufficiently to endanger the via- 
bility of the remainder of the colon. The 
present case is unique in that gangrene of 
the colon, from cecum to descending 
colon, occurred in the relatively short 
period of nine hours without causing per- 
foration at the usual cecal site. 


Volvulus of Megacolon Reduced During 
Barium Enema Examination. Abraham 
Melamed, Milwaukee, Wis. Radiology 
45 :392-95, Oct. 1945. It seems possi- 
ble that partial or complete volvulus in 
patients with megacolon might be re- 
duced before strangulation and necrosis 
occur. A case of volvulus in the sigmoid 
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region in a man of 39 years is described, 
in which reduction occurred during a 
barium enema. ‘Treatment of volvulus 
of the megacolon yields poor results and 
carries a high mortality. For this reason 
preventive treatment is important. On 
the basis of this one case, the author sug- 
gests that a carefully administered enema 
before onset of gangrene might reduce 
the volvulus with resulting recovery 
from acute intestinal obstruction. 5 ref- 
erences. 4 figures. 


Anal Retractor for Use in Anorectal Sur- 


gery. J. Rembrandt Helfrick, Port 
Washington, N. Y. Am. J. Surg. 70: 
131-32, Oct. 1945. The circular ano- 
scope provides ideal exposure, can be 
used on any patient regardless of the 
size of the buttocks, and obviates the 
necessity of one or two assistants. It is 
small and compact and fits into a steril- 
izer very easily. 


Megacolon: With a Brief Review of Etio- 


logical Factors and Treatment. Hugh 
A. Bailey and Josef J. Haber, Charles- 
ton, W. Va. Am. J. Surg. 69:253-57, 
Aug. 1945. In cases of acquired mega- 
colon with primary obstructive causes, 
radical resection of the diseased part of 
the colon is indicated. But in all cases 
with apparent dysfunction of the neuro- 
muscular mechanism an operation to cor- 
rect this condition is preferable. The 
mortality rate for the latter type of op- 
eration is insignificant and morbidity and 
hospitalization are markedly decreased. 
Various operative procedures are de- 
scribed for eliminating the excessive 
stimuli of the sympathetic nervous sys- 
tem in the involved portion of the colon 
with resulting overstimulation of the 
parasympathetic innervation. The case 
of a patient with megacolon successfully 
treated by unilateral lumbar ganglionec- 
tomy is reported in detail. 


What Was Wrong With Whitehead’s 


Work? An Appraisal of His Rectal Op- 
eration. Chelsea Eaton, Oakland, Calif. 
Am. J. Surg. 70:83-85, Oct. 1945. 
Whitehead performed his operation cor- 
rectly and obtained uniformly good re- 


sults; others misinterpreted his descrip- 
tion ‘and got failure—the prevalent ec- 
tropion of rectal mucosa seen following 
the operation. Whitehead explicitly 
stated that after the amputation was 
completed, the mucous membrane of the 
rectum should be sutured to “the -free 
skin margin” which remained after ‘the 
circular incision had been made at the 
mucocutaneous juncture. Instead’ of 
making the circular incision at the be- 
ginning of the operation, at the pectinate 
line (mucocutaneous junction), the tis- 
sues have been cut in a circular manner 
at or near the anal verge; when the 
mucosa of the rectum is sutured to this 
margin, it becomes exposed externally. 


Proctology. E. Parker Hayden, Boston, 


Mass. and Thad A. Krolucki, Paw- 
tucket, R. I. New England J. Med. 
233:297-304, Sept. 6, 1945..' A review 
of the literature of the last 2 years on 
diseases of the anus, rectum and colon. 
The authors discuss the iniportance of 
rectal bleeding, anorectal pain and other 
symptoms; methods of diagnosis; recent 
treatment for hemorrhoids; condylo- 
mas; imperforate anus; foreign bodies 
and injuries; rectal prolapse; anal fis- 
tula; anal fissures; pilonidal cysts and 
sinuses; rectal strictures; megacolon; 
acute ulcerative colitis; regional segmen- 
tal colitis and adenoma. A review of 
literature on carcinoma is not included. 
35 references. 


Fluorescein—lIts Use in Determining the 


Viability of Strangulated Intestine. C. 
Alexander Hatfield, Robert A. Buyers 
and Adolph A. Walkling, Philadelphia, 
Pa. Surg., Gynec. & Obst. 81:530-32, 
Nov. 1945. In 5 cases fluorescein’ was 
injected intravenously and an ultraviolet 
lamp with a Wood’s filter was used to 
determine fluorescence ‘in damaged 
bowel. Demonstration of fluorescerice 
indicated viability and permitted return 
of damaged loops of bowel to the ab- 
dominal cavity. Absence of fluorescence 
indicated nonviability as confirmed by 
microscopic section. The postoperative 
course and pathologic sections seém to 
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confirm prognosis based on the fluor- 
escein method. 

Acute Ulcerative Colitis; Report of a Case. 
Fred M. Sulzberger, Southbridge, Mass. 
New England J. Med. 233:87-90, July 
26, 1945. In the case reported, there 
were unusual symptoms indicating an in- 
fectious process, including an enlarged 
tender spleen, erythema nodosum, and 
swelling of a knee joint. Because of the 
acute, fulminating nature of the disease, 


REFERENCES TO CURRENT ARTICLES 

Intestinal Obstruction: ‘Two Cases of Un- 
usual Etiology. Vincent T. Williams 
and Hugh Browning Walker, Kansas 
City, Mo. J. Missouri M. A. 42:693- 
94, Nov. 1945. In one case obstruction 
was caused by a hiatus formed by an 
adhesion between the tip of a Meckel’s 
diverticulum and the base of its contigu- 
ous mesentery, resulting in strangulation 
of an interposed intestinal loop. In the 
second case a segment of ileum was fixed 
between the free closed limb of an earlier 
lateral anastomosis and its fellow limb of 
ileum. ‘The latter indicates the impor- 
tance of complete fixation of the two 
blind intestinal segments in a_ lateral 
anastomosis to prevent this type of ob- 
struction. 


Acute Intestinal Obstruction Due to Dried 
Fruit. G. C. Dorling, London, Eng- 
land. Brit. M. J. 2:426, Sept. 29, 
1945. In the case reported, the patient 
was a woman 64 years of age, who had 
eaten dried peaches; as she had no teeth, 
she had sucked the peaches before swal- 
lowing them. She had colicky abdominal 
pain and vomiting 4 days later and when 
admitted to the hospital after another 2 
days showed typical symptoms of small- 
intestine obstruction. At operation, the 
obstructing object was found in the low- 

er ileum about 18 in. from the ileocecal 

valve. It was pushed back into a healthier 
portion of the ileum where it was re- 


ileostomy was done, followed by inten- 
sive parenteral fluid therapy, but without 
any improvement in the patient’s condi- 
tion. Penicillin had been given without 
result. Sulfadiazine had been more ef- 
fective in lowering the temperature, de- 
creasing the leukocytosis, and relieving 
other symptoms of generalized infection, 
Death was due to the severity of the in- 
fection and to multiple perforations of 
the bowel. 2 figures. 


33. Intestinal Obstruction 


moved through an incision, which was 
subsequently closed in 2 layers. The ob- 
structing object was found to be half of 
a dried peach. ‘The author notes that 
improperly masticated dried fruit, which 
can absorb fluid in the alimentary tract, 
is especially likely to cause obstruction 
when it reaches the narrowest part of 
the ileum. 5 references. 1 figure. 


Small-Bowel Obstruction Due to Dried 


Fruit. T. F. J. Ryan and J. Nagle, 
Worksop, England. Brit. M. J. 2:426, 
Sept. 29, 1945. In the case reported, 
there was sudden onset of abdominal 
pain and vomiting; the abdomen was 
somewhat distended, with marked ten- 
derness in both hypochondria and over a 
point at the left of the umbilicus with 
guarding and audible peristalsis. At op- 
eration the intestinal obstruction was 
found to be caused by a mass about 2 ft. 
above the ileocecal valve. The bowel 
was opened, the mass removed and the 
incision sutured. The mass proved to 
be half a dried apricot. The patient, 
who wore artificial dentures, admitted 
that she had been preserving apricots 
and might have eaten “one or two,’ 
about 8 days before admission to the hos- 
pital. 


Unusual Termination of Intestinal Ob- 


struction Due to a Gall-Stone. A. J. 
d’Abreu, Brit. M. J. 2:388, Sept. 22, 
1945. A case is reported in which there 


had been no passage of feces for 8 days. 
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The patient had had pain and repeated 
vomiting at first but these symptoms had 
subsided; the patient took sips of water 
frequently. On examination the abdo- 
men was but little distended and not 
tender. The sigmoidoscope was passed 
to its fullest extent, a faint click was felt 
and heard, and a stone was seen. The 


34. Anus 


sigmoidoscope was withdrawn, 1% cc. 
pituitrin injected, and an enema given. 
The bowels moved within a few min- 
utes; a large single stone the shape of an 
enlarged gallbladder was passed with the 
feces. It had evidently perforated the 
gallbladder and entered the bowel. The 


patient made a good recovery. 


METHODS FOR REDUCING PAIN FOLLOWING HEMOR- 
RHOIDECTOMY: TECHNIC AND RESULTS IN 
SEVENTY-TWO CASES 


James C. Ow1ncs 
Baltimore, Md. 
Arch. Surg. 50:293-95, June 1945 


The author has used a method of 
local injection of alcohol into the peri- 
anal region for lessening pain associ- 
ated with hemorrhoidectomy, and the 
present report concerns the technic 
and results in 72 cases. No preopera- 
tive preparation is required except the 
usual enema and sedation with pento- 
barbital sodium. A combination of 
about 0.5 gm. of dilute pentothal 
sodium followed by cyclopropane is 
the anesthetic of choice. The skin 
area is shaved and scrubbed with 70 
per cent alcohol. Two coats of sur- 
gical solution of merbromin are then 
applied and the area is kept moist with 
this solution during the injection of 
the alcohol. A tuberculin syringe with 
a Y% inch (1.3 cm.) hypodermic nee- 
dle is used for the injection. Only a 
drop or two of alcohol is injected at 
any one puncture site. One must be 
certain to place the alcohol beneath 
the skin. Ninety-five per cent alco- 
hol is used in amounts varying from 
3 to 10 cc. or more, depending on the 
extent of associated pruritus. The av- 
erage hemorrhoid requires only 3 or 


4 cc. for adequate anesthesia. Injec- 
tions are made in concentric circles, 
starting at the anal margin to block 
first the portion of the anal canal cov- 
ered by stratified epithelium. The 
puncture wounds are made about 0.5 
cm. apart, and the concentric circles, 
usually 3, are about this same dis- 
tance from one another. Pressure 
must not be used or a slough is likely 
to occur. In cases of relaxed sphinc- 
ter, special care is needed in judging 
the depth of the punctures so as not 
to increase the relaxation by damag- 
ing the nerve supply to the sphincter. 
In spastic sphincter associated with a 
fissure, relaxation can be produced by 
making 2 or 3 injections to the full 
length of the needle at 5 and 7 
o’clock, with the patient in the lithot- 
omy position. 

After the injections have been com- 
pleted, the hemorrhoids are removed. 
No rectal plug of any sort is used. 
Postoperatively the patient is given | 
ounce (30 cc.) of liquid petrolatum 
night and morning; sitz baths are 
started the morning following the op- 
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eration and are repeated twice daily 
and after bowel movements until 
healing is complete. If there is not a 
spontaneous movement by the third or 
fourth day an oil retention enema is 
given. It is suggested that it might 
be better to give camphorated tincture 
of opium, rather than liquid petrola- 
tum, together with low residue diet 
and possibly succinylsulfathiazole in 
order to allow primary healing to oc- 
cur before the first movement takes 
place. Dilation is carried out on the 
sixth or seventh day following opera- 
tion by resting the finger gently 
against the anal margin and having 
the patient strain until the finger en- 
ters the anal canal. The anal canal 
is then dilated at weekly intervals 
until healing is complete. There were 


no abscesses and no sloughs in this 
series of 72 cases. 

Relief of pain was somewhat varia- 
ble. The degree of relief has in- 
creased with experience and at present 
justifies the use of the method. Only 
1 patient had to be catheterized after 
a 12-hour period of retention. There 
were no postoperative hemorrhages, 
One patient had to have removal of 
skin tags because of excoriation and 
itching. There were no cases of in- 
continence, but 2 patients suffered 
from involuntary soiling for 3 
months. Both had fissure in associa- 
tion with hemorrhoids, and a delib- 
erate attempt was made to paralyze 
the sphincter. There have been no 
recurrences to date. 1 figure. 


35. Liver and Biliary Tract 


HEMOCHROMATOSIS ASSOCIATED WITH PRIMARY 


ADE- 


NOCARCINOMA OF THE LIVER: A CASE ILLUSTRAT- 
ING DIAGNOSTIC FEATURES 
J. A. OsHxac, Mobile, Ala., R. F. Martin, Crystal City, Tex., and 
C. H. Binrorp, New Orleans, La. 


Am. J. M. Sc. 


A Filipino male, aged 48, showed 
clinical and pathologic features of 
hemochromatosis complicated by ob- 
structive jaundice due to adenocarci- 
noma. This brings to 37 the recorded 
number of cases of hemochromatosis 
associated with primary hepatic carci- 
noma. The adenocarcinoma probably 
arose in the intrahepatic biliary duct 
system and the obstructive jaundice 
Was an important factor in the fatal 


210:245-51, Aug. 1945 


termination although the tumor had 
involved only a small part of the liver 
and had not metastasized. Portal cir- 
rhosis, hemosiderosis of the pancreas 
and clinical diabetes warranted a diag- 
nosis of hemochromatosis. If the tu- 
mor had not caused death by biliary 
obstruction it is probable that the clas- 
sical features of hemochromatosis 
would have developed later. 
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DISEASES OF THE GALLBLADDER: DIAGNOSIS 
AND MANAGEMENT 


QO. THERON CLAGETT 
S. Clin. North America, Mayo No.:929-38, Aug. 1945 


As the age composition of the popu- 
lation reaches higher levels the inci- 
dence of cholecystic disease increases. 
Women are afflicted twice as frequent- 
ly as men and at an earlier age. Con- 
trary to general opinion, pregnancy 
has no effect on the incidence of chole- 
cystic disease. Cholecystography is an 
invaluable aid in the diagnosis of cho- 
lecystitis. Chronic noncalculous cho- 
lecystitis is not a surgical disease. Cho- 
lecystitis with stones invariably re- 
quires surgical treatment, regardless 
of the symptoms and age of the pa- 


tient, provided the patient’s general 
condition permits surgical interven- 
tion. Acute cholecystitis is primarily 
obstructive rather than inflammatory. 
Operation within the first 48 hours is 
the treatment of choice. The question 
of whether cholecystostomy or chole- 
cystectomy should be _ performed 
should be decided on the basis of the 
limitations of the surgeon and the pa- 
tient. Early operation will save time 
and money, eliminate suffering and 
decrease the risk. 


CONGENITAL ATRESIA OF THE GALLBLADDER AND BILE 
PASSAGEWAYS: REPORT OF TWO CASES 
Moses BEHREND 


Philadelphia, Pa. 
S. Clin. North America, Nationwide No.:1242-47, Oct. 1945 


In 2 cases of jaundice resulting 
from congenital atresia of the gall- 
bladder and bile passageways, the in- 
fants were held under observation too 
long before operation was contem- 
plated, and death ensued. Any patient 
with jaundice lasting more than 4 
weeks should have the benefit of an 
operation. There are very few excep- 
tions to this rule. Death occurred in 
the first case in an infant with con- 
genital atresia of the hepatic bile ducts 
and advanced liver cirrhosis result- 
ing from obstructive jaundice. In this 
case a drainage tube was placed over 
the cut cord-like hepatic duct which 
had no visible lumen, with the hope 
that bile would exude following the 
operation. The dressings after op- 


eration were devoid of bile. The 
second patient suffered from absolute 
congenital occlusion of the hepatic and 
common ducts. The cystic duct was 
independently inserted into the liver 
with no bile drainage. The gallblad- 
der had a slight lumen containing a 
few drops of liquid bile. A No. 4 
ureteral catheter was placed in the bi- 
sected gallbladder and the cystic duct. 
There was absolutely no drainage of 
bile after operation. The patient died 
of biliary cirrhosis with degenerative 
changes in the other organs 53 days 
after operation. In the interim she 
gained and lost weight due to ascites 
which had to be relieved by paracen- 
tesis. 
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THE SURGICAL SIGNIFICANCE OF AN ANOMALOUS 
CHOLECYSTOHEPATIC DUCT: CASE REPORTS 


Haro_p NEUHOF and SYLVAN BLOOMFIELD 





New York, N. Y. 
Ann. Surg. 


Two cases of anomalous cholecysto- 
hepatic duct are reported, with a re- 
view of the surgical significance of 
anomalies of the biliary system. A 
large anomalous duct between the 
liver and gallbladder occurs only 
rarely but is of great importance in 
cholecystectomy. During the latter 
operation such a duct is usually sev- 
ered, and if the accident is not discov- 
ered, local infection, symptoms of pro- 
longed biliary deficiency, or periton- 
itis from bile leakage may ensue. Li- 
gation of the duct is indicated in most 
cases, but in the presence of infection 


EXPERIMENTAL CHOLECYS 


122:260-65, Aug. 


Miami, Fla. 
1945 


in the portion of the liver drained by 
the duct, drainage may be preferable. 

In the first of the 2 cases reported, 
the duct was left open because it was 
rather large, and the extent of tribu- 
tary hepatic tissue and status of liver 
function were unknown. Prolonged 
postoperative asthenia and recurrent 
attacks of mild shock were attributed 
to continued drainage of bile, and 
might possibly have been avoided by 
ligation. In the second case, a duct 
severed during cholecystectomy was 
sutured with uneventful postoperative 
recovery. 


STITIS: FINAL RESULTS OF 


VACCINE AND FILTRATE THERAPY 


Martin E. REHFuss and Guy M. NELson 
Philadelphia, Pa. 


Surg., 


The authors present a final survey 
of experimental cholecystitis produced 
in rabbits by the intravenous injection 
of a viable strain of nonhemolytic 
streptococcus originally obtained from 
a patient suffering from cholecystitis 
and colitis. The animals were divided 
into 3 groups, one maintained as the 
control, the second treated with vac- 
cine, and the third with a filtrate pre- 
pared from the same organism. By 
using a modified technic the incidence 
of cholecystitis was increased in this 


Gynec. & Obst. 81:455-60, Oct. 


1945 


series to 68 per cent. Of the control 
group, 64.7 per cent were definitely 
positive and 4.1 per cent doubtful; 
of the vaccine group 44 per cent were 
positive and 20 per cent doubtful; and 
of the filtrate group 64 per cent were 
positive and 8 per cent doubtful. 
Doubtful lesions were probably un- 
dergoing involution. The evidence of 
gallbladder damage was markedly 
constant in all 3 groups, attesting to 
the fact that the viable organism was 
responsible for the changes. 
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FRAGMENTATION AND DISSOLUTION OF GALLSTONES 
BY CHLOROFORM 


JoseEPpH K. Narat and ArrHuR F. CIpoLia 


Chicago, Il. 


Cicero, Il. 


Arch. Surg. 51:51-54, July-Aug. 1945 


The indications for a chemical sol- 
vent for stones in the biliary tract in- 
clude: (1) the presence of a stone 
firmly fixed in the common duct which 
cannot be removed manually, or un- 
certainty as to whether all fragments 
of a stone have been removed; if the 
stone is fixed near the ampulla of 
Vater, a chemical solvent may pre- 
clude the necessity of opening the 
duodenum; (2) the passage of a stone 
from the hepatic duct into the liver 
during attempts at removal. 

Under the above mentioned condi- 
tions, injection of heated chloroform 
may prove of value. Not more than 
5 to 6 cc. of the solvent should be 
used. The movements of the piston 


of the syringe may help to break up 
the stones and dissolve the debris. 

To prevent chloroform from enter- 
ing the liver, the hepatic duct may be 
pinched between the fingers or 
clamped with the rubber-covered 
prongs of a forceps. Gentle massage 
of the biliary duct over the stone aids 
fragmentation. Following the chloro- 
form injections the bile ducts should 
be irrigated with warm isotonic solu- 
tion of sodium chloride; this precau- 
tion is employed to prevent toxic re- 
actions. Heated chloroform has been 
found superior to ether as a solvent 
for calculi both im vitro and in animals. 
Repeated injections of chloroform 
during the postoperative period are 
contraindicated. 


THE USE OF VITALLIUM TUBES IN STRICTURES AND 
ABSENCE OF THE COMMON BILE DUCT 


WarreEN H. Core, Caru IRENEus, JR., and Joun T. REYNOLDS 


Department of Surgery, University of Illinois, College of Medicine, and the 
Illinois Research and Educational Hospital, Chicago, Hl. 
Ann. Surg. 122:490-521, Oct. 1945 


The authors present a series of 23 
cases of stricture or absence of the 
common duct including 2 cases of car- 
cinoma of the common hepatic duct. 
In 10 of 14 cases in which vitallium 
tube implantation was employed no 
trace of a common duct could be found 
and in these they anastomosed the 
stump of the common hepatic duct to 
a single arm of the jejunum (making 
use of the Roux principle) in. 5 cases, 
and anastomosed the stump of the 
duct to a loop of jejunum in 5 cases. 
In the latter the results were uniform- 


ly good, but in the cases in which the 
stump of the duct was anastomosed to 
a loop of jejunum permitting regurgi- 
tation of the barium meal and presum- 
ably of food, the results were poor. 
Interruption of the proximal jejunal 
arm responsible for the reflux of food 
into the liver obliterated the recurrent 
chills and fever. It is suggested that 
obstruction plays an important part in 
postoperative cholangitis, chills and 
fever following plastic operation on 
the common duct. Nevertheless pre- 
vention of obstruction by means of a 
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tube did not prevent chills and fever 
unless reflux of food was prevented 
surgically. The best operation for 
cases with no common duct is anasto- 
mosis of the stump of the hepatic duct 
to a single arm of the jejunum at 
least 24 inches long with walls folded 
to provide valves or baffles. 

In + patients, finding of the termi- 
nal end of the common duct permitted 
preservation of the sphincter of Oddi. 
Excellent results were obtained in 3 
cases. One patient died after opera- 
tion. 

In the whole series of 14 cases in 
which vitallium tube implantation was 
tried, there were 2 operative deaths, 
or: 14.3 per cent. This rate can be re- 
duced if poor-risk patients are not 
included. The use of vitallium tubes 
is indicated particularly in absence of 
the common duct or. of the common 
hepatic duct. In local strictures, the 
first operation should include an anas- 
tomosis of the 2 ends over the arms 


of a T-tube introduced a little below 
the line of suture. Should a stricture 
form at the level of the anastomosis 
a vitallium or tantalum tube may be 
implanted at a later date. Implanta- 
tion of a stump of the common duct 
into the intestine is so rarely followed 
by cholangitis that here a tube may be 
dispensed with. If a tube is used, it 
should be implanted into a single arm 
of jejunum which is not functioning 
so as to prevent reflux of food and 
displacement of the tube by the food 
stream. In cases in which tubes had 
been in place for a year or two, no 
signs of corrosion or bile salt precipi- 
tation on the walls of the tube were 
noted. Although the authors have not 
employed tantalum they emphasize 
the fact that it is pliable and can be 
bent or cut to any desired length. To 
keep such a tube in position, however, 
a flange or funnel end or both would 
be required. The 14 cases are described 
in detail with a tabulated summary. 
7 references. 10 figures. 


ADVANCED CARCINOMA OF THE EXTRAHEPATIC BILE 
DUCTS: CHOLEANGIOCHOLECYSTOCHOLEDOCHECTOMY 


ALEXANDER BRUNsCHWIG and RoBert R. BIGELow 
Department of Surgery, University of Chicago, III. 
Ann. Surg. 122:522-28, Oct. 1945 


Surgical intervention in advanced 
carcinoma of the extrahepatic bile 
ducts consisting usually of simple ex- 
ploratory celiotomy with or without 
attempts at drainage of the biliary 
tract has yielded poor results in most 
cases. 

In a series of 7 cases of advanced 
carcinoma involving most of the ex- 
trahepatic bile passages and extending 
into the gallbladder, with no evident 
diffuse peritoneal spread or liver me- 
tastases, a radical resection of these 
ducts and the gallbladder was done, 


occasionally including liver tissue 
around the gallbladder and in one 
case the head of the pancreas. A sum- 
mary of the cases is presented. The 
procedure consisted of a choleangio- 
cholecystocholedochectomy under con- 
tinuous spinal anesthesia supplement- 
ed with ethylene and ether if neces- 
sary. A high midline or reverse-L 
incision was used with aspiration of 
the gallbladder to facilitate access to 
the porta hepatis. The gallbladder 
was dissected from the liver bed with 
a wedge-shaped section of the liver 
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if the latter was involved. Hemor- 
rhage was controlled by large mat- 
tress sutures. Hemostats were applied 
to the gallbladder and traction exerted 
upon it to elevate the mass in the 
porta hepatis. Following mobiliza- 
tion of the duodenum and head of the 
pancreas by incision of the parietal 
peritoneum along the greater curva- 
ture of the duodenum, the lower seg- 


ment of the common duct behind the. 


duodenum was isolated. The common 
bile duct was then transected behind 
the duodenum with incisions into the 
head of the pancreas for mobilization 
of parts invaded by the carcinoma 
when present. The hemostat was then 
applied to the upper segment of the 
divided common bile duct and dissec- 
tion continued upward to liberate the 
involved extrahepatic bile ducts from 
surrounding areolar tissue. Care must 
be taken to avoid opening of the he- 
patic artery and portal vein. Once the 
diseased ducts and gallbladder are lib- 
erated, except the right and left he- 
patic ducts, the latter are transected at 
or just bey ond their point of exit from 
the liver, and the specimen is re- 
moved. 

In casés in which the duodenum 
cannot be mobilized to reach the liver, 


3 procedures are available: (1) 2 T- 
tubes are inserted, one in the right 
and one in the left hepatic duct 
stumps, and the lower arms are intro- 
duced together in the lower stump of 
the common duct; (2) a T-tube is in- 
serted between the right hepatic duct 
and common duct stump and a ure- 
thral catheter is inserted in the left 
hepatic duct; (3) the left hepatic duct 
is ligated and a T-tube inserted be- 
tween the right hepatic and common 
bile. ducts. Soft. rubber» Sdraims. are 
placed in the fossa of the right kidney 
and the abdominal wound closed: » In 
4-of these 7 cases jaundice ‘had been 
present for only 2 to 7 weéks and ab- 
dominal pain was not. characteristic, 
although the loss in weight “was 
marked. Survival was probably “nét 
greatly lengthened by this radical pro- 
cedure in the cases recovering from 
the operation. Possibly radical opera- 
tion in less advanced and more local- 
ized carcinomas might yield better 
results. The late development. of 
jaundice contributes greatly to the dif- 
ficulties of early diagnosis. Four cases 
survived the operation, 1 year, 5 
months, 3 months and 5 months re- 
spectively. 8 references. 2 figures. 


VARIATIONS AND ANOMALIES OF THE BILIARY DUCT 
SYSTEM AND ITS ASSOCIATED BLOOD SUPPLY 


GEOFFREY F. Oster and Rospert S. Dow 


Vancouver, B. C. 


Portland, Ore. 


West. J. Surg. 53:316-21, Sept. 1945 


The authors present a study of va- 
nations and anomalies in the bile duct 
system found in 30 cadavers. The fre- 
quent incidence of accessory hepatic 
ducts was noted, as well as frequent 
variations in the cystic artery. It is 
emphasized that the amount of vari- 
ability in the extrahepatic duct system 


and associated blood supply’ renders 
it imperative that surgeons should 
visualize and identify these structures 
at the time of operation. The common 
hepatic artery was absent in 3 speci- 
mens, and the course of the right he- 
patic artery was anomalous in 3 cases. 
So-called “replacement” (i.e., origin 
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of the hepatic artery directly from the 
aorta or from the superior mesenteric 
artery rather than from the celiac ar- 
tery itself, but with otherwise normal 
distribution) was present in 3 cases. 
An accessory right hepatic artery was 


noted in 1 case. The cystic artery 
showed an abnormal course in 5 of 20 
cases, was replaced in 1 case, and an 
accessory cystic artery was found in 2 
instances. 


ACUTE SUPPURATIVE AND GANGRENOUS 
CHOLECYSTITIS 


NaTHAN BLUMBERG and Louts ZIssERMAN 


Philadelphia, Pa. 
Am. J. Surg. 70:38-48, Oct. 1945 


In am effort to clarify confusion as 
to the underlying pathology of acute 
cholecy itis and the indications for 
delayed or immediate surgery, the au- 
thors presént a study of cases observed 
durin® the past 15 years at the Jewish 
Mos al and compare the findings 
those reported in the literature. 
The high incidence of gallstones sug- 
gests either a common etiology or 
that stones play some part in the acute 
process. 

A prophylactic removal of the gall- 
bladder in all chronic cases may be of 
value. Every case of acute cholecys- 
titis permitted to subside should be 
operated on after a reasonable inter- 
val to avoid later more serious attacks. 
The severity of the symptoms cannot 


be correlated with the degree of dis- 
ease. Notwithstanding the marked 
tendency to gallstone formation in di- 
abetics there is no unusual tendency 
for such gallbladders to go on to sup- 
puration or gangrene. The high mor- 
tality in diabetics must be attributed 
to diminished tolerance of these pa- 
tients to surgical procedure or tissue 
destruction of any kind. 


| This series gives useful information as 
to the pathology and general course of 
acute cholecystitis. Since only 73 patients 
were operated upon and, of these, 21 had 
perforated gallbladders, the high incidence 
of the latter is noteworthy. The time of 
operation with respect to the acute attack 


was not considered in detail by the au- 
thors.—Eb. | 


LIVER EMBOLUS FOLLOWING HEMORRHOIDECTOMY 


E. G. Martin and J. F. WENzEL 
Detroit, Mich. 
Am. J. Surg. 69:272-73, Aug. 1945 


There exists a line of demarcation 
at the anus between the general cir- 
culation and the portal circulation 
through which postoperative emboli 
can travel to the lung, or rarely, as in 
this case, to the liver. In the case re- 
ported the diagnostic criteria included 
sudden upper abdominal distress grad- 
ually localizing to the right costal 
margin; chill, followed by sharp rise 





in temperature and pulse; nausea; 
liver enlargement with pain on per- 
cussion or body movement; and 
marked leukocytosis. Routine sulfa- 
thiazole was started. After 5 days the 
temperature, pulse rate and respira- 
tions were normal. Another chill oc- 
curred on the eleventh postoperative 
day. On the twelfth day the tempera- 
ture rose to 102° F. On the thirteenth 
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day the temperature rose to 105.4" F., 
the icteric index was 3, the white count 
was down to 9,300; blood culture was 
negative. Forty-eight hours later tem- 
perature, pulse rate and respirations 
were again normal. The patient re- 


covered and was discharged on the 
twenty-fourth postoperative day. Be- 
fore the advent of sulfonamide ther- 
apy, a resulting liver abscess might 
have proved fatal. 


THE SURGICAL APPROACH TO HYDATID CYSTS OF THE 
RIGHT DOME OF THE LIVER 


F. C. Frrzparrick 


Hamilton, Victoria, Australia 
Australian & New Zealand J. Surg. 14:269-70, April 1945 


A boomerang-shaped incision is em- 
ployed for exposure of the right dome 
of the liver in the treatment of hydatid 
cysts. The incision consists of an 
oblique part that is similar to Kocher’s 
oblique incision but shorter and near- 
er to the costal margin, and an upright 
part extending from the 4th right 
chondrosternal articulation caudally 
to 1 inch below the costal margin, 
where it meets the medial end of the 
oblique part. The oblique part of the 
incision is made first for exploration 
of the peritoneal cavity to determine 
the number and site of the cysts. The 
upright part of the incision is made if 
necessary to give free access to the 
cysts in the right dome of the liver. 
When the boomerang incision is used, 


all the structures external to the 5th 
and 9th cartilages are raised in one 
flap; the 5th to 9th cartilages are di- 
vided obliquely, or the ribs may be 
divided if necessary. The right dome 
of the liver is exposed by retracting 
the whole area in cranial and lateral 
directions. 

The advantages of this approach 
over the transpleural approach are 
that it gives room to extend the inci- 
sion so that exploration may be com- 
plete to discover all cysts present, the 
diaphragm is not injured and the 
pleura is not touched in most cases. 

The author also describes a suction 
trocar cannula used for puncturing the 
cysts and removing the fluid without 
soiling. 2 diagrams. 


PRIMARY TUMORS OF THE LIVER 
Westey N. Warvi (Lt., M.C., A.U.S.)* 


Cincinnati, Ohio 
Surg., Gynec. & Obst. 80:643-50, June 1945 


An outline of primary tumors of 
the liver, excluding tumorlike hyper- 
plastic nodules and secondary tumors, 
is presented as a basis for discussion 
of diagnosis and treatment: 


TRUE PRIMARY TUMORS 


1. Hepatomas 
a. Liver cell adenomas 


b. Liver cell carcinomas with or 
without cirrhosis 
Cholangiomas 
a. Adenomas of intrahepatic bile 
ducts, solid or cystic 
b. Carcinomas 
3. Cholangiohepatomas of both liver 
cell and duct elements 


* Deceased. 
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4+. ‘Tumors primary in the liver but not 
of specific hepatic elements ( vascu- 
lar, fibrous, adrenal rests, etc. ) 


The pathologic differentiation of 
true adenomas that may be success- 
fully resected is emphasized. The lo- 
cal manifestations of benign tumors 
in contrast to the systemic disturbances 
of malignant tumors, _ particularly 
those that are inoperable, are pointed 
out. Bile duct carcinoma is more rap- 
idly fatal and anaplastic than that of 
liver cell origin. A table presents dif- 
ferential diagnosis between benign 
tumors, primary carcinoma, and sec- 
ondary malignant tumors. 


Only surgical treatment of liver 
tumors has been successful; x-ray 
therapy is detrimental. Surgical re- 


section is recommended in localized 
liver tumors without evidence of in- 
volvement of adjacent organs or too 
much of the liver itself, but should 
be deferred until the patient is in the 
best possible condition. A combination 
of hemostatic sutures and electrocau- 
tery is the best method of resection. 

A review of the literature showed 
that about 570 resected cases have 
been reported. The operative mortal- 
ity apparently is not high; most fail- 
ures are caused by inadequate removai 
with recurrence. Postoperative com- 
plications include early “liver deaths,” 
late “hepatorenal syndrome,” or mal- 
nutrition with loss of resistance to in- 
fection; all are preventable. Three 
cases are reported in detail. 16 ref- 
erences. 2 figures. 


REFERENCES TO CURRENT ARTICLES 


Aspiration Liver Biopsy; “Technique and 
Diagnostic Application. Sheila Sherlock, 
London, England. Lancet 2:397-401, 
Sept. 29, 1945. ‘Fhe technic for aspi- 

ration liver biopsy is described, and the 

difficulties and risks of this procedure are 


discussed. An analysis of 264 liver bi- 
opsies in 222 cases is presented. With 
this method it has been found possible 
to distinguish obstructive jaundice of 
short duration from other types of jaun- 
dice (1 illustrative case report). Later 
in the course of obstructive jaundice di- 
agnosis is not so easy, as the picture may 
resemble that of cirrhosis of the liver not 
due to biliary obstruction. It is also pos- 
sible to make a diagnosis of cancer of the 
liver in many cases, although the diag- 
nosis’: may be missed if the biopsy instru- 
ment does not reach the lesion. 22 ref- 
3 tables. 6 figures. 


The Management of Postoperative Chole- 
docholithiasis: Another Use for Solution 
G. Benjamin Goldman, James Jack- 
man, Erie, Pa., and Richard H. East- 
man, Cambridge, Mass. Surg., Gynec. 
& Obst. 81:521-24, Nov. 1945.  Fol- 
lowing a discussion of the problem of 
recurrent common duct stones as diag- 


erences, 


nosed by postoperative cholangiography, 
the authors review existing methods of 
treatment and report 2 cases in which 
solution G yielded good results. A search 
made for which 
would act directly upon the retained cal- 
culi and reduce them chemically and 
G seemed to fulfill 
quirements. Whereas the clinical results 
in the 2 reported cases were excellent, 
it was found that solution G per se or 
mixed with bile did not dissolve biliary 
Other ex- 


planations of its mode of action are sug- 


was some substance 


solution these re- 


calculi of cholesterol type. 


gested. 
Cholecystogastroduodenocutaneous — Biliary 
Fistula, Case Report. Howard K. Gray 
and Wendell S. Sharpe, Rochester, 
Minn. Ann. Surg. 122:48-51, July 
1945. Interval biliary fistulas occur 
rarely, although external biliary fistulas 
are relatively common. 
ported, there was drainage of bile to 
the outside, but the internal fistula was 
discovered only at operation. The gall- 
bladder was removed and a partial gas- 
trectomy and partial duodenectomy were 
also done. The gallbladder contained 


In the case re- 
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multiple stones; the fistula also contained 
multiple stones, and a collection of stones 
was found in the pylorus. The patient 
made a good recovery. The T tube 
inserted in the common bile duct at op- 
eration was left in place when the patient 
was discharged from the hospital, and 
was clamped except for an hour after 
meals. 

Clinical Value of Functional Liver ‘Tests. 
Abraham QO. Wilensky, New York, N. 
Y. Am. J. Surg. 69:116-19, July 
1945. Repeated liver function tests give 
a picture of the changes which go on 
in the progression or retrogression of the 
liver parenchymal lesion. They will 


36. Pancreas 


likewise indicate the potential risk of 
contemplated operations and permit fair- 
ly accurate prognosis. Most important 
information is obtained from the quan- 
titative condition and variation of the 
proteinemia and abnormal variations of 
blood clotting function. Next in impor- 
tance are tests showing the degree of 
jaundice. Dye tests are not of much 
clinical importance except the phenol- 
tetraiodophthalein test. Other diagnostic 
aids include renal tests to demonstrate 
the hepatorenal syndrome. The degree 
of associated azotemia can be used as a 
measure of the anatomical and functional 
changes in the liver. 


RADICAL DUQDENOPANCREATECTOMY: REPORT OF A SUC- 
CESSFUL RESECTION OF A CARCINOMA OF A DUODENAL 
DIVERTICULUM INVOLVING THE HEAD OF THE 
PANCREAS 
J. E. Srrope 


Honolulu, Hawaii 
Surgery 18:115-29, July 1945 


A brief review of the present known 
physiologic properties of the pancreas 
as related to radical duodenopancre- 
atic resection is presented. A case 1s 
recorded of carcinomatous degenera- 
tion of a duodenal diverticulum in- 
volving the head of the pancreas, in 
which successful radical duodenopan- 
creatic resection was done. So far as 
can be determined this is the first suc- 
cessful operation for this condition re- 
ported in the literature. 

A 44-year-old Chinese man_ had 
suffered for 5 months with upper ab- 
dominal pain and discomfort associ- 
ated with diarrhea. Exploration of 
the abdomen at this time was advised 
but refused. The patient was not seen 
again until 8 months after the onset 
of the trouble. Symptoms remained 


essentially the same. A mass was now 
definitely palpable. Operation under 
cyclopropane-ether anesthesia lasted 3 
hours and 45 minutes. A mass occu- 
pying the head of the pancreas was 
encountered and was considered prob- 
ably operable. Exploration retroduo- 
denally by way of an incision through 
the peritoneum to the lateral side of 
the duodenum substantiated this 
opinion. 

The common duct was temporarily 
ligated and severed at the upper mar- 
gin of the duodenum. The gastro- 
hepatic ligament and the transverse 
mesocolon were severed to enable the 
removal of the distal two-fifths of the 
stomach. The jejunum was severed 
just beyond the ligament of Treitz. 
The tumor, which was intimately ad- 
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herent to the portal and superior me- 
senteric veins, was carefully dissected 
free of these structures. In so doing 
the portal vein was opened. Bleeding 
was controlled by plugging the open- 
ing with the index finger of the left 
hand while repair of the opening was 
made with fine interrupted silk su- 
tures. The duodenum was fished out 
from beneath the superior mesenteric 
vessels, and the pancreas was severed 
wide of the tumor. The distal two- 
fifths of the stomach, the distal third 
of the common duct, the entire duo- 
denum, and the head and body of the 
pancreas containing the tumor were 
removed. 

The distal end of the severed jeju- 
num was brought up behind the colon 
and fitted over the end of the pan- 
creas, suturing the serosa of the jeju- 
num to the side of the pancreas with 
2 continuous rows of atraumatic 
chromic catgut and | row of interrupt- 
ed silk. The same technic was used 
subsequently in the anastomosis of the 
common duct and stomach to the je- 
junum. The posterior layer of peri- 
toneum of the lesser omental sac was 
utilized in reinforcing the anastomosis 
of the duodenum and pancreas and 
lent itself to this purpose quite satis- 
factorily. The common duct was ap- 
proximately twice its normal size in 
diameter. The gallbladder was filled 
with stones; it was removed. The 
duct was anastomosed to the jejunum 


over the proximal flared end of a short 
segment of a No. 16 rubber catheter. 
Beyond this the stomach was anasto- 
mosed end-to-side to the jejunum. 
Three soft rubber tissue drains were 
inserted, one into the region of the 
common duct anastomosis and the oth- 
ers into the region of pancreatic anas- 
tomosis, and the incision was closed. 
During the operation and immediate- 
ly following, the patient received 
2,500 cc. of blood. He stood the op- 
erative procedure well. 

As the patient was sulfa-sensitive, 
he was given postoperatively 20,000 
units of penicillin every 3 hours for 
48 hours. Wangensteen suction was 
continuous for 4 days, then intermit- 
tent for 48 hours. The patient was 
given 1,000 cc. of lactate Ringer’s so- 
lution containing 10 per cent glucose 
plus 100 mg. of cevitamic acid, 20 
mg. vitamin B,, and 100 cc. of 15 per 
cent amino acids every 8 hours for 4 
days, or during the time of Wangen- 
steen suction. 

Recovery was uneventful except 
that beginning on the eighth post- 
operative day there was considerable 
drainage of bile for about 4 days, 
probably due to leakage through the 
stump of the cystic duct. So far as 1s 
known, there was no drainage of pan- 
creatic secretion. There was no irri- 
tation of the surrounding skin about 
the drain and the wound healed well. 
34 references. 6 figures. 


PANCREATICODUODENECTOMY FOR ISLET CARCINOMA: 
A FIVE-YEAR FOLLOW-UP 
ALLEN QO. WHIPPLE 


New York, N. Y. 
Ann. Surg. 121:847-52, June 1945 


The case here reported is said to be 
the first recorded one-stage removal 
of the head of the pancreas and duo- 


denum, with occlusion of the pancreas. 
From the author’s experience in 27 
radical pancreaticoduodenectomies, 22 
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for malignant neoplasm and 5 for 
calcification of the pancreas, he now 
advocates the one-stage procedure for 
these reasons: (1) Preoperative vita- 
min K therapy controls the danger of 
hemorrhage and postoperative oozing. 
(2) The danger of 2 anesthesias and 2 
major procedures is avoided. (3) Ex- 
tensive and in some cases massive ad- 
hesions at the second, more difficult 
stage are avoided. (4) Continuous 
spinal anesthesia, with plasma and 
whole blood transfusion, has made the 
one-stage safer than the two-stage 
procedure. In 8 two-stage operations 
there was a mortality of 38 per cent; 
in 19 one-stage operations the post- 
operative mortality from all causes 
was 31 per cent. No patients were 
lost with one-stage procedures for be- 
nign lesions. (5) In the one-stage 
procedure 2 steps were found of great 


advantage: (a) implanting the com- 
mon duct into the jejunum, either 
end-to-end or end-to-side depending 
on the choice of the loop or Roux- 
type of jejunojejunostomy, avoids the 
dangers of a cholecystoenterostomy 
and the serious complication of a 
biliary fistula as a result of the cut- 
ting through of the ligature on a lig- 
ated common duct; (b) implanting 
the pancreatic duct into the jejunal 
loop below the choledochojejunos- 
tomy eliminates all the uncertainty 
and debate regarding an occluded 
pancreas and possible fatty liver de- 
generation. Many modifications of 
the one- and two-stage procedures 
have been reported since 1935. Pro- 
vided a cholecystogastrostomy and li- 
gation of the common duct are not 
done, it makes little difference what 
modification of the one-stage is used. 
3 figures. 


CYSTIC FIBROSIS OF THE PANCREAS: REPORT OF A CASE 
R. M. Kiskappon, E. N. Cotuins and R. J. F. RENsHaw 
Cleveland Clin. Quart. 12:92-98, July 1945 


Cystic fibrosis of the pancreas in a 
girl of 9 years is reported. The x-ray 
and necropsy findings revealed that 
the pancreatic acinar tissue was re- 
placed by fat rather than by fibrous 
tissue as is usual. This patient sur- 
vived longer than is the rule in such 
cases. The symptoms included an in- 
sidious onset of developmental retar- 
dation, diarrhea or bulky foul stools 
and chronic respiratory infection. An 
older sister had died of a similar dis- 
ease. 

In these cases, which have a fatal 
prognosis, treatment is largely sup- 


portive with administration of pan- 
creatin, lipocaic or crude pancreatic 
extracts. Vitamin A is given orally 
and subcutaneously. During the first 
few months of life mother’s milk and 
cod liver oil may be given; later a 
high carbohydrate, high protein, low 
fat diet of high caloric value is rec- 
ommended. Cystic fibrosis of the pan- 
creas should be considered in differen- 
tial diagnosis in infants presenting 
problems of feeding and development 
associated with chronic pneumonic 
process or bronchiectasis. 
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RESECTION OF THE DUODENUM AND HEAD OF THE 
PANCREAS FOR PRIMARY CARCINOMA OF THE 
HEAD OF THE PANCREAS AND AMPULLA 
OF VATER 


WarreEN H. Cove and Joun T. REYNoLDs 
Chicago, II]. 
Surgery 18:133-43, Aug. 1945 


The authors describe a new opera- 
tion for resection of the duodenum 
and head of the pancreas for carci- 
noma. A long loop end-to-side anas- 
tomosis is made between the stomach 
and the jejunum distal to the chole- 
dochojejunostomy. This provides 
drainage of the biliary tract proximal 
to the gastric anastomosis, thus elimi- 
nating the danger of food’s passing 
over the common duct orifice. This 
procedure requires less time. Suture 
lines and anastomoses for resection of 
the duodenum and head of the pan- 
creas are reduced to a minimum. An 
anastomosis is made of the jejunum to 
the cut end of the stomach with the 
distal end to the greater curvature. 
The food will then pass downward by 
gravity into the jejunum instead of 
upward into the jejunum as in some 
other operations. This technic per- 
mits transplantation of the common 
duct and, if necessary, the stump of 
the pancreas, into the jejunum proxt- 
mal to the gastric anastomosis. Trans- 
plantation of the stump of the pan- 
creas into the intestine will be per- 
formed more often in the future. 

Four of the 5 patients presented 


had primary carcinoma of the head of 
the pancreas. The other patient had 
a primary carcinoma of the ampulla 
of Vater with invasion of the duode- 
num. Treatment consisted of 2 two- 
stage resections and 3 one-stage resec- 
tions. In 1 patient a two-stage oper- 
ation was imperative because of a se- 
vere suppurative cholangitis present 
on admission. A one-stage operation 
with end-to-side gastrojejunostomy 
(posterior Polya technic) with a cho- 
ledochojejunostomy after the Roux 
principle, as recommended by Whip- 
ple in 1938, was performed in 2 pa- 
tients. The authors prefer the former 
type of technic. A pancreatic fistula 
developed in 2 of the 5 patients. In | 
the fistula is still draining 7 months 
after operation. Diarrhea and edema 
of the ankles, which developed 5 to 6 
weeks after operation, disappeared 
and an operation to transplant the 
stump of the pancreas into the jeju- 
num is planned. One patient died, 
making the death rate 20 per cent. 
The time interval ‘since operation 1s 
too short to determine the prospects 
of a 5- or 10-year cure. 14 references. 
3 figures. 
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PANCREATICODUOQDENECTOMY FOR CARCINOMA OF 
THE AMPULLA AND AMPULLARY REGION 


THomas G. Orr 


Kansas City, Kans. 
Surgery 18:144-58, Aug. 1945 


The author concludes that regard- 
less of the unimpressive results of 
pancreaticoduodenectomy to date this 
operation offers the best chance of cure 
for carcinoma of the ampulla and am- 
pullary region. There seems to be no 
valid reason why the.severed pancre- 
atic stump of pancreaticoduodenec- 
tomy should not be united to the in- 
testinal tract. The selection of a one- 
or two-stage operation depends upon 
the patient’s condition and the find- 
ings at the operating table. No stand- 
ard technic has yet been adopted. 

Important requisites for successful 
operation include: (1) removal of 


sufficient tissue about the tumor ’to in-. 


clude any local infiltration of the tu- 
mor and the regional lymph’ nodes; 
(2) use of the common duct for anas- 
tomosis to facilitate drainage and pre- 
vent leakage of bile; (3) location of 
the anastomoses between the gall tract 
and pancreas and the jejunum proxi- 
mal to the gastrojejunostomy to pre- 
vent infection of the gall tract and 
pancreas; and (4) anastomosis of the 
pancreas to the jejunum to prevent 
pancreatic fistula and to restore the 
external pancreatic secretion to the in- 
testinal tract. The operations of 
Whipple, Poth, and Child fulfill 
these requirements. 

Five cases in the present report 
make a total of 104 cases reported to 
date. A tabular analysis of these cases 
is presented. The difficulty of making 
a diagnosis of carcinoma in the am- 
pullary region when the operative 
field is exposed is emphasized. Con- 
ditions simulating carcinoma include 





chronic pancreatitis, benign adenoma 
and stone impacted at the ampulla. 
After exploration of the liver, head of 
the pancreas, and regional lymph 
nodes, it may be necessary in doubtful 
cases to perform a duodenotomy, bi- 
opsy of the papillary area or a biopsy 
of lymph nodes or pancreas. If diag- 
nosis is still obscure it is advisable to 
perform operation in two stages with 
completion of the second stage after a 
positive diagnosis of an operable car- 
cinoma is made. Should evidence of 
carcinoma be found in the regional 
lymph nodes or liver, the second stage 
of the operation should be abandoned. 
Life can probably not be prolonged by 
a palliative pancreaticoduodenectomy 
in the presence of metastases. 50 ref- 
erences. 3 figures. 


REFERENCES TO CURRENT ARTICLES 


Serum Amylase Findings in Chronic Alco- 
holic Patients with Acute Severe Ab- 
dominal Symptoms. Sylvester J. Car- 
ter (Lt., M.C., A.U.S.). Ann. Surg. 
122:117-21, July 1945. Eleven cases 
are reported in which patients with se- 
vere acute abdominal symptoms gave a 
history of chronic alcoholism. Clinically, 
the lesion appeared to be in the stomach 
in some cases, in the pancreas in others. 
Determination of the serum amylase in 
these cases showed the values to be ab- 
normally high. Operation was done in 
4 of these patients and in all there was 
edema around the pancreas. The other 
7 patients were not operated on because 
of the high serum amylase values; all re- 
covered. Serum amylase values should 
be determined in all patients with chron- 
ic alcoholism if operation is contemplated 
because of acute abdominal symptoms. 
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Suppurative Pancreatitis with Associated 


Liver Abscess. Thomas A. Shallow, 
Sherman A. Eger and Frederick B. 
Wagner, Jr., Philadelphia, Pa. Ann. 
Surg. 121:853-59, June 1945. In the 
past 3 years 19 cases of acute pancrea- 
titis were encountered at the Jefferson 
Medical Hospital, 12 of edematous and 
7 of hemorrhagic type. A case is de- 
scribed in which suppurative pancreatitis 
was followed by abscess of the liver in 
a woman of 55 years. Although con- 
servative, nonsurgical therapy has been 
recommended for acute pancreatitis, ab- 
scess formation presents a clear indication 
for operation. Meticulous pre- and post- 
operative care is vital, including adminis- 
tration of penicillin. In this case the 
immediate postoperative course was fa- 
vorable. Pus was discharged for about 
a week. ‘Two iodoform packs and a 
Penrose drain were introduced into the 
abscess cavity of the pancreas and liver 
and | Penrose drain to the kidney pouch. 
Sulfanilamide irrigations and compresses 
were administered; recovery followed. 


Islet-Cell Tumors of the Pancreas. Stan- 


ley R. Maxeiner and Harry E. Bundy 
(Lt. Col.), U. S. Veterans Hospital, 
Minneapolis, Minn. Surgery 18:171-77, 
Aug. 1945. The possibility of islet-cell 
tumor due to an oversupply of insulin 
must be seriously considered in the pres- 
ence of the triad of symptoms de- 
scribed by Whipple. The presence of 
this triad is an indication for exploratory 
operation. If obvious islet-cell tumors 
are found, they should be removed. If 
they cannot be visualized, it may be ad- 
visable to resect the pancreas. In the 
case described by the authors 9 islet tu- 
mors were found in the pancreas al- 
though it was impossible to demonstrate 
them by vision or palpation. About 75 
per cent of the pancreas was dissected 
free and the vessels were ligated. The 
pancreas was then divided and its proxi- 
mal end closed by mattress.sutures of 
chromic catgut. The patient recovered 
promptly and has suffered no more at- 
tacks of coma, has gained weight, and 


his blood sugar is normal. From a diffi- 
cult, uncooperative person he has 
changed to a pleasing attractive indi- 
vidual. 


Resection of Pancreas for Hyperinsulinism 


Due to Islet-Cell TTumors. Stanley R. 
Maxeiner, Minneapolis, Minn. Journal- 
Lancet 65:256, July 1945. A soldier 
who had been twice wounded in battle 
had had several attacks of unconscious- 
ness while on duty. During periods of 
drowsiness and stupor, the blood sugar 
was low and intravenous glucose 
promptly relieved all symptoms. At op- 
eration 75 per cent of the pancreas was 
removed, and microscopic examination 
showed typical islet-cell tumor tissue. 
The patient has been well since opera- 
tion, with blood sugar stabilized at about 
100 mg. per cent. 


Aetiology of Pancreatic Apoplexy. Judson 


T. Chesterman, Sheffield, England. 
Brit. M. J. 2:461, Oct. 6, 1945. In the 
case reported the patient had had symp- 
toms of acute pancreatitis for 10 hours 
when admitted to the hospital and died 
26 hours later. The autopsy findings 
were similar to those in 2 other similar 
cases seen in the last 20) years. In these 
3 cases there was no evidence of fulmi- 
nating infection, but the findings indi- 
cated that the primary lesion was hemor- 
rhage from rupture of a splenic artery, 
and that the effused blood had injured 
the pancreas. 


The Origin and Growth of an Adenoma 


of the Islands of Langerhans. Louis P. 
Good, Texarkana, Texas. Surgery 18: 
159-71, Aug.. 1945. The author at- 
tempts to show that the structure of the 
wall of the pancreatic duct and the wall 
of the adenoma capsule is the same; 
therefore the capsule is the duct wall and 
its presence or absence depends upon 
whether the adenoma had its origin in a 
duct with or without a wall. A study of 
reports of 135 cases, a total of 163 tu- 
mors, shows that the capsule was present 
and complete in 78, incomplete in 25, 
absent or not mentioned in 60. By 
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showing the proliferation of the duct 
epithelium, and intraductal islands of 
cells representing stages of growth, the 


37. Spleen 


author bridges the gulf between the the- 
ory of origin and the existence of the 
mature adenoma. 


GAUCHER’S DISEASE: THE EARLY RADIOLOGICAL 
DIAGNOSIS 


WILLIAM TENNENT 
Brit. |. Radiol. 18:356-58, Nov. 1945 


Gaucher’s disease, the least common 
of a group of 3 lipoid storage diseases 
(the others being Niemann-Pick’s dis- 
ease and the Hand-SchiiHer-Christian 
syndrome), has been recorded in 2 
distinct forms, i.e., the visceral form 
and the osseous form. In the visceral 
form, the lipoid deposits are in the 
reticulum cells of the spleen, liver, 
and lymph nodes. In this type there 
are few blood changes, a giant spleen, 
and little pigmentation, while roent- 
genologic bone changes may be lim- 
ited to a widening of the jower ends 
of the femora with cortical thinning. 
In the osseous type there is more 


marked anemia and hemosiderosis; 
the reticulum cells of the bone mar- 
row are chiefly involved, and the 
spleen, though enlarged, is rarely as 
large as in the visceral type. Bone 
changes are especially marked in the 
femur and the spine; in advanced 
cases almost every bone in the body 
may be involved. A case of the vis- 
ceral type is reported in a girl of 11 
years, with a history of severe epis- 
taxis. Following splenectomy the pa- 
tient made an uneventful recovery. 
Histological findings are discussed in 
detail. 


TRANSTHORACIC OPERATIVE APPROACH FOR TRAUMATIC 
LESIONS OF THE SPLEEN 
Joun Burke (Lt. Col., M.C., A.U.S.) and THEopore T. Jacoss 
(Major, M.C., A.U.S.) 
Arch. Surg. 51:28-31, July-Aug. 1945 


Before the war, the authors wit- 
nessed the removal of malarial spleens 
by the abdominal route and noted the 
difficulties encountered. During the 
war it was found that injuries to the 
spleen are not unusual in battle cas- 
ualties and such injuries are usually 
associated with other intra-abdominal 
or intrathoracic injuries. The con- 
sensus of opinion has been in favor of 


splenectomy in splenic injury, and su- 
ture of the spleen has not been done, 
as far as the authors find. Observa- 
tion of patients and consultation with 
other surgeons have shown that a ver- 
tical left rectus incision, with or with- 
out a transverse extension, has been 
generally employed for splenectomy; 
occasionally the transverse. incision has 
been used. 
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The authors observed, however, 2 
patients on whom transthoracic sple- 
nectomy had been done at a forward 
hospital. It was noted that their 
convalescence was “smooth” without 


any postoperative complications. The 
authors have performed several 
splenectomies by the transthoracic 


route and have treated 20 patients 
postoperatively who were operated on 
elsewhere by that approach. On the 
basis of their study of these cases, they 
have concluded that the transthoracic 
route is the preferable route for sple- 
nectomy, although in some cases con- 
comitant intra-abdominal injuries may 
make another route necessary. 

In the authors’ cases intratracheal 
ether and oxygen anesthesia has been 
employed. With this form of anes- 
thesia, re-expansion of the lung is per- 
mitted before closure of the wound. 
An anterolateral incision is made eith- 
er through the 8th interspace or 
through the bed of the 8th and 9th 
ribs. With the use of the Flick rib 
spreader, rib resection is not necessary 
in most cases to give adequate expa 
sure. The authors have not found 
crushing of the phrenic nerve neces- 
sary to give a flaccid diaphragm. The 
diaphragm is incised radially; the 
spleen is brought into the operative 
field; adhesions are removed by sharp 
dissection under direct vision. The 
pedicle may be ligated en masse, or by 
separate dissection of the blood ves- 
sels, as the surgeon prefers. Any fur- 
ther exploration necessary is then car 
ried out. The diaphragm is closed 
with 2 rows. of interrupted sutures, 
using silk or fine chromic catgut. One 
of the authors uses no drainage, the 
other a temporary waterseal drainage 
through an intercostal catheter. 

The chief advantages of the intra- 
thoracic route for splenectomy have 


been found to be the ease with which 
the spleen is removed and the smooth 
and rapid convalescence after opera- 
tion. Three illustrative cases are re- 
ported. 


REFERENCES TO CURRENT ARTICLES 


Splenectomy for Acquired Hemolytic Jaun- 
dice in the Aged; Report of a Case. 
David F. James and Lloyd R. ‘Eee 


Boston, Mass. New England J. Med. 
233:143-48, Aug. 2, 1945. In the 
case reported, the patient developed 


symptoms of hemolytic jaundice at the 
age of 70 years. Splenectomy was done 
in this case, with good results, the pa- 
tient being in normal health 8 months 
after operation. Neither the history nor 
the appearance of the spleen was char- 
acteristic of congenital hemolytic jaun- 
dice in this case. ‘The diagnosis of hemo- 
lytic jaundice is discussed, with special 
reference to modern methods of deter- 
mining red cell fragility and the impor- 
tance of microspherocytosis. Fourteen 
other cases cig in the literature are 
reviewed, in which acquired hemolytic 
jaundice ‘Badeaed after the age of 50 
years and was treated by splenectomy. 


In 4 of these cases the results of the 
operation were favorable, the authors’ 
case being the fifth of this type. In 10 


cases, the splenectomy was ineffective or 
had an unfavorable effect on the course 
of the disease. 18 references. 2 tables. 
Spontaneous Rupture of a Normal Spleen; 
Report of a Case. Hyman Duby, North 
Plymouth, Mass. New England J. 
Med. 233:207-208, Aug. 16, 1945. In 
the case reported, the patient 
woman 28 years of age, 


was a 
who had never 
She had had one 
normal pregnancy and delivery 2 years 
previously. ‘There history of 
trauma. She was wakened in the night 
with sharp pains in the upper abdomen; 
vomiting. Ex- 
amination showed the abdomen to be 
“doughy” and spastic; there was diffuse 
pelvic tenderness. Intraperitoneal bleed- 
ing probably due to ectopic pregnancy 


had a serious illness. 


was no 


there was no nausea or 
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was suspected. At operation, the pelvic 
organs were found to be normal. Ex- 
ploration showed rupture of the spleen, 
and splenectomy was done. Micro- 
scopically the spleen showed the usual 
splenic architecture. The patient made 


a good recovery, showing only a slight 
secondary anemia at the time of dis- 
charge. While spontaneous rupture of 
the diseased spleen is not infrequent, only 
a few cases of spontaneous rupture of a 
normal spleen have been reported. 


38. Genitourinary Surgery 


PREOPERATIVE PREPARATION AND POSTOPERATIVE CARE 
OF PATIENTS UNDERGOING UROLOGIC OPERATIONS 


Epcar Burns and ArrHuR J. Burr 


New Orleans, La. 
S. Clin. North America, Nationwide No.:1115-29, Oct. 1945 


In the preoperative preparation of 
urologic patients chemical and micro- 
scopic examinations of the urine, and 
blood studies including serology are 
indicated, as well as an estimation of 
renal function. If combined function 
tests are normal, the differential func- 
tion may be determined by intrave- 
nous urography. The preliminary 
preparation for roentgenography con- 
sists of giving 2 ounces of castor oil at 
bedtime, restricting fluids up to the 
time of examination the following 
morning. If necessary, treatment must 
be directed toward eliminating infec- 
tion, improving renal function, restor- 
ing fluid balance and stabilizing the 


cardiovascular system. Two ounces of 
castor oil are given 48 hours before 
operation. A proper fluid balance 
must be established. At least 3,000 
cc. of fluid or more are given during 
the first 24 hours postoperatively. 

Measures for preoperative and 
postoperative care are described for 
operations on the kidney, the ureter, 
the bladder, and operations for pros- 
tatic obstruction, urinary tract tuber- 
culosis and urinary tract malignancy. 
Among. the complications of urologic 
operations discussed are phlebitis, hic- 
cough, abdominal distention and sup- 
pression of urine. 


GANGRENOUS CYSTITIS: ETIOLOGIC CLASSIFICATION 
AND TREATMENT 


Davip S. Crisrot and LAURENCE F. GREENE 


Rochester, 


Minn. 


Surgery 18:343-46, Sept. 1945 


The etiology of gangrenous cystitis 
is tabulated and treatment is described 
as consisting of early and adequate 
drainage. In males, early suprapubic 
drainage is recommended, with re- 


moval of the necrotic membrane. Fol- 


lowing recovery, treatment of any le- 


sion obstructing the vesical blood sup- 
ply is required. Spontaneous cure 
may occur in women because the ure- 
thra is wide enough to permit passage 
of necrotic material. Nevertheless, 
spontaneous extrusion of the necrotic 
material may lead to apparently per- 
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manent urinary incontinence. The case 
reported is one of spontaneous cure. 
The extruded material constituted a 
complete cast of the bladder. It is 
suggested that perhaps in women as 


well as in men early suprapubic drain- 
age is indicated with removal of ne- 
crotic material to avoid damage to the | 
external urinary sphincter. 


IMPAIRED RENAL FUNCTION IN VESICAL NECK | 


OBSTRUCTION 


RALPH E. 


Montreal, 
S .Clin. North America, Nationwide No.:1033-41, Oct. 1945 


The various conditions leading to 
vesical neck obstruction and impaired 
renal function are listed, with empha- 
sis on the importance of nocturnal fre- 
quency as an early diagnostic symp- 
tom. The frequent negligence in mak- 
ing rectal examination and perineal 
biopsy in attempts at early diagnosis 
of carcinoma is also pointed out. Care- 
ful physical examination should be 
followed by percussion and palpation 
of the suprapubic area, determination 
of blood pressure, electrocardiograph- 
ic examination, a complete hemogram, 
intravenous pyelography and cystos- 
copy. If prolonged drainage is indi- 
cated, suprapubic drainage appears to 
be safer and to give better results than 
an indwelling urethral catheter. 
Drainage may have to be continued 
for months to permit a successful pros- 
tatectomy, but 10 days are usually 
sufficient. Careful supervision of the 
diet and fluid intake and relief of car- 


LIGATION OF A SUPERNUMERARY URETER: CLINICAL 
AND EXPERIMENTAL STUDY 


AvBeErt FE. GotpsreIn and Ben Kiorz 


Baltimore, Md. 
Am. J. Surg. 70:13-23, Oct. 1945 


Some patients having pain and dis- 
comfort believed to be of renal origin 
were found to have nonpathologic 


PowELL 
Canada 


diac decompensation are important 
during the period of drainage. Vari- 
ous methods of anesthesia are dis- 
cussed with preference for cyclopro- 
pane. 

Opinions differ as to the best type 
of operation. The surgeon should se- 
lect that type which he feels will yield 
best results in his hands. Among the 
complications to be feared are shock, 
hemorrhage, thrombophlebitis, infec- 
tion of the bladder and ileus. Change 
of posture, leg exercises and other 
measures for prevention of thrombo- 
phlebitis are recommended during 
convalescence. Bladder infections may 
be prevented by early institution of a 
drip method of irrigation; in the pres- 
ence of infection sulfadiazine should 
be promptly used. In ileus the prompt 
use of the Levine tube is most impor- 
tant. In extreme cases colostomy 
may be required. 


supernumerary fused kidneys. In 
these cases treatment had not been 
successful. The authors came to the 
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conclusion that a ligation of the super- 
numerary ureter might prove bene- 
ficial. They describe their experi- 
ments with this procedure in 8 dogs 
and 4 clinical cases. With a catheter 
in the supernumerary ureter, it was 
exposed extraperitoneally and the 
middle third was ligated. Avertin an- 
esthesia was employed. Pyelographic 
studies revealed no solution in the 
kidney whose ureter was ligated. All 
wounds closed by primary intention 
and the original type of pain disap- 
peared and did not recur. Patients 
were discharged in from 12 to 21 
days. It is emphasized, however, that 
all other methods of treatment should 
be tried first. 


REFERENCES TO CURRENT ARTICLES 


An Improved Method of Circumcision: 
Use of Relaxation Incisions, Cotton 
Ligatures and Sutures. Isadore Gersh 
(Major, M.C., A.U.S.). Surgery 18: 
394-97, Sept. 1945. The author de- 
scribes a new method of circumcision 
employing a relaxation incision inthe 
cut edges of the skin in order to pro- 
duce increased laxity at the suture line. 
He recommends the use of cotton liga- 
tures and cotton sutures for circumcision. 
The advantages of this technic include 
diminution of postoperative swelling, 
pain and discomfort, and more rapid 
healing. 

Squamous Cell Carcinoma of the Renal 
Pelvis. Charles J. E. Kickham, Bos- 
ton, Mass., and Richard H. Stanton 
(Lt., M.C., U.S.N.R.). Am. J. Surg. 
69:249-52, Aug. 1945. Nonpapillary 
squamous cell carcinoma of the renal 
pelvis is very rare. Because of the dan- 
ger of local extension and metastatic 
spread, the extreme difficulty of preoper- 
ative diagnosis, and its frequent associa- 
tion with renal calculi and chronic kid- 
ney infection, the condition requires spe- 
cial emphasis. The neoplasm is rapidly 
fatal. Whereas nephrectomy with re- 











moval of the proximal ureter is indicated 
for the nonpapillary type, nephroureter- 
ectomy with segmental resection of the 
intramural portion of the bladder is pref- 
erable for the papillary lesions. A case of 
nonpapillary squamous cell carcinoma of 
the renal pelvis associated with giant cal- 
culi of the kidney is described in detail. 
The patient died 18 days after opera- 
tion; death was probably due to pul- 
monary embolism. 


Torsion of the Testicle. William J. Foley 
(Capt., M.C., A.U.S.). Am. J. Surg. 
70:105-108, Oct. 1945. Torsion of the 
testicle should always be considered in 
cases of testicular pain. Treatment con- 
sists of immediate surgery with detorsion 
and fixation of the testicle to prevent re- 
currence. Early diagnosis and immedi- 
ate surgery may prevent the need for 
orchidectomy. In doubtful cases surgi- 
cal exploration of the involved testicle 
under local anesthesia is recommended. 
A case of torsion of the right testicle is 
described in which manual detorsion 
failed and in which surgical detorsion 
accompanied by fixation of the testicle 
was successful. 


Asymptomatic Pyuria in Young Men. 
Francis A. Beneventi (Lt., M.C., U.S. 
N.R.). Am. J. Surg. 69:224-26, 
Aug. 1945. In a series of 80 patients 
having complete urologic work-ups in 
the past 6 months, 15 had no symptoms, 
and were given a complete urologic 
work-up only because they showed white 
blood cells in occasional urine specimens. 
In 5 patients, serious urologic disorder 
was discovered. Only 6 of these 15 
asymptomatic cases were free from path- 
ologic changes. These findings indicate 
the importance of investigating any 
young man who has leukocytes in his 
urine, whether persistent or sporadic, 
even in the absence of symptoms. 

Undescended Testicle. Millard S. Rosen- 
blatt, Portland, Ore. Am. J. Surg. 69: 
232-33, Aug. 1945. In placing the un- 
descended testicle in the scrotum, the 
testicle must be freed with sufficient 
length to reach the scrotum without ten- 
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sion. Liberation of adhesions from the 
underneath surface of the hernial sac 
high above the internal inguinal ring is 
of aid in lengthening the cord. In bi- 
lateral cases only 1 side should be oper- 
ated upon at | sitting, the other being 
done a week later. A modified Fergu- 
son type hernial repair is used for closure 
and at the end of 4 days the suture can 
be removed. 

Pulmonary Metastases from Tumours of 
the Testis Simul: iting Hydatid Cysts Ra- 
diologically. L. M. Shorvon. Brit. a 
Radiol. 18:363-64, Nov. 1945. Pulmo- 
nary metastases from tumors of the testis 
are not rare, they are usually multiple 
and seldom very large or solitary. In 2 
cases reported by the author, the x-ray 
appearances of the lung simulated hy- 
datid cysts. The tumor in the first case 
was a teratoma testis. In the second case 
the tumor was a seminoma testis with 
extensive areas of degeneration. 
Infected Urachal Cysts. Nathan Brodie, 
Brooklyn, N. Y. Am. J. Surg. 69:243- 
48, Aug. 1945. Following a discussion 
of the anatomy, etiology and pathology 
of urachal cysts it is concluded that these 
cysts are relatively rare and follow a 
patent urachus. “They cause no sythp- 
toms unless infection ensues. A case is 
reported in a boy of 7 weeks; recovery 
followed repeated incision and drainage 
of the infected urachal cyst. 

Review of Urologic Surgery. Albert J. 
Scholl, Los Angeles, Frank Hinman, 
San Francisco, Alexander von Lichten- 
berg, Mexico, D.F., Mexico, Alexander 
B. Hepler, Seattle, Robert Gutierrez, 
New York, Genehins J. Thompson 


(Comdr., M.C., U.S.N.R.), Edward 
Rochesser. Minn., Egon 


N. Cook, 





Treatment of Ureteral Calculi. 


—_——— 


Wildbolz, Bern, Switzerland and Vin- 
cent J. O'Connor, Chicago. Arch. Surg, 
50 :309-334, June 1945. A review of 
60 references on urologic surgery ap- 
pearing in the literature during the past 
18 months. Tumors of the kidney, 
ureter, bladder, prostate gland, testis and 
of the urogenital tract of young persons 
are discussed at length together with 
their operative treatment. Other topics 
included are anomalies, hydronephrosis, 
and tuberculosis of the kidney, together 
with discussion of renal operations and 
hypertension; calculi of the bladder and 
urethra; cryptorchism, traumatic epidid- 
ymitis and orchitis; trauma of the ure- 
thra; phimosis; hermaphroditism; uri- 
nary infection and urinary retention af- 
ter operation on the rectum and sigmoid. 
Chemotherapy of urinary infections is 
briefly noted. 


Malignant Hypertension hayes by Uni- 


lateral Nephrectomy. . Bruce Perry, 
Bristol. Brit. Heart ‘i 7:139-42, July 
1945. The author Poe a 2 cases 
which showed apparently complete cure 
of malignant hypertension following uni- 
lateral nephrectomy. In one the renal 
lesion seemed to be caused by infarction 
but in the other the cause was not found. 


Thomas 
L. Pool and Deward O. Ferris. S. Clin. 
North America, Mayo No.:982-86, 
Aug. 1945. Two things stand out in 
cases of ureteral calculi: the simplicity 
and ease of ureterolithotomy in the upper 
two-thirds of the ureter, and the high 
proficiency of transurethral manipulation 
and removal of calculi in the lower part 
of the ureter. It appears unwise to tem- 
porize long, in the hope that the calculus 
will pass spontaneously. 
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39. Gynecologic Surgery 


THE TREATMENT OF URETERS INJURED DURING 
GYNECOLOGIC OPERATIONS 


Francis M. INGERsout and Jor V. Meics 


Harvard Medical School, Boston, Mass. 
New England J. Med. 232:335-38, March 22, 1945 


In 590 total hysterectomies and 
170 supravaginal hysterectomies done 
at the Massachusetts General Hospi- 
tal in the past 5 years, there were 8 in 
which the ureter was injured; in 4 of 
these cases the injury was discovered 
and repaired at the time of operation. 
In cases in which the ureter is incised 
or ligated, repair should be done by 
end-to-end anastomosis over a ure- 
teral catheter. In the one case in 
which a ureteral catheter was not em- 
ployed, urinary fistula and pelvic ab- 
scess developed and nephrectomy was 
eventually necessary. In bilateral li- 
gation of the ureters, bilateral neph- 
rostomy is indicated to preserve renal 
function. If the ureter is resected, 
end-to-end anastomosis is usually im- 
possible. Transplantation of the ureter 
into the bladder is the method of 
choice in these cases. But if the re- 
section of the ureter is high, uretero- 
sigmoidal anastomosis may be neces- 
sary. Skin ureterostomy is also a sim- 


ple procedure that may be used to 
preserve kidney function. In one of 
the cases reported, ligation of the ure- 
ter was done with good results. 

If injury to the ureter is not recog- 
nized at the time of operation, a ure- 
terovaginal fistula usually results. 
Such fistulas may close spontaneously. 
In some elderly women with sepsis, a 
nephrectomy is indicated, if the func- 
tion of the opposite kidney is satisfac- 
tory. In other cases where the fistula 
develops late and there is little sepsis, 
transplantation of the ureter into the 
bladder or into the intestine (if the 
fistula is high) gives the best results. 
If ligation of the ureter at operation 
is not discovered at the time and does 
not cause ureterovaginal fistula, diag- 
nosis is difficult. All patients who 
have suspicious symptoms following 
hysterectomy—especially pain in the 
costovertebral angle—should be care- 
fully watched, and an intravenous 
pyelogram made if necessary. 


VESICAL CALCULI IN WOMEN 


Davin S. Crisrot and Laurence F. GREENE 
S. Clin. North America, Mayo No.:987-92, Aug. 1945 


This paper is based on a study of 59 
consecutive cases of vesical calculi in 
women. The relatively high incidence 
of vesical calculi in women who have 
had repair of a vesical fistula is 
stressed. The relative incidence of 


vesical calculi in men and women is in 
a ratio of 17:1. Obstruction of the 
vesical neck and urethra with result- 
ing urinary stasis is comparatively in- 
frequent among women. Urinary sta- 
sis is the most common contributing 
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factor in the formation of vesical cal- 
culi and was present in 43 of the 59 
cases. It was absent in 9 cases in 
which the calculus was associated with 


a foreign body, in 6 cases of stone in 
the upper part of the urinary tract and 
in 1 case of unsuccessful repair of a 
vesical fistula. 2 references. 2 figures. 


THECA CELL TUMORS OF THE OVARY: A CLINICAL AND 
PATHOLOGIC STUDY OF TWENTY-THREE CASES 
(INCLUDING THIRTEEN NEW CASES) 

WITH A REVIEW 
EpwarRp A. BANNER and Matcotm B. DockeErty 


Rochester, Minn. 
Surg., Gynec. & Obst. 81:234-42, Sept. 1945 


In a series of more than 600 solid 
and semisolid ovarian tumors at the 
Mayo Clinic, there were 23 that ful- 
filled the histologic criteria of theca 
cell tumor; this type of tumor was 
thus relatively rare in this series. The 
diagnosis of theca cell tumor was not 
made preoperatively in any of these 
cases. There was no instance of bi- 
lateral involvement in this group of 
theca cell tumors; the right ovary was 
the site of the lesion in 15 cases, the 
left ovary in 8 cases. The contra- 
lateral ovary was available for study 
in 21 cases; in 20 cases this ovary was 
somewhat atrophic, in | it was the site 
of multilocular cystadenoma. Twenty 


patients were traced; there was no in- 
stance in which death was due to a 
malignant process beginning in the 
theca cell tumor. 

Radical operation is not indicated 
for theca cell tumor of the ovary per 
se, but is often necessary because of 
associated uterine fibromyoma or en- 
dometrial carcinoma. Because of the 
high incidence of endometrial carci- 
noma in postmenopausal patients with 
theca eell ovarian tumors, the authors 
advise hysterectomy with bilateral 
salpingo-oophorectomy in this age 
group. 25 references. 2 tables. 4+ 
figures. 


THE OPERATIVE TECHNIQUE OF COMPLICATED VESICO- 
VAGINAL AND URETHROVESICOVAGINAL FISTULAS 
S. N. Hayes (Lt. Col., I.M.S.) 


Lahore, India 
Surg., Gynec. & Obst. 81:346-54, Oct. 1945 


The author summarizes 16 years’ 
experience with the object of assisting 
the “intermittent” operator. Three 


types of complicated fistulas are illus- 
trated to indicate the details of tech- 
nic, 1.e., (1) lateral type; (2) type 
with the upper portion of the urethra 
requiring 


involved, reconstruction ; 


(3) large fistulas. All operations 
were by the vaginal route (flap split- 
ting type). Of 52 cases, only 2 were 
simple. The large percentage of com- 
plicated fistulas may be due to the fact 
that most simple fistulas are easily 
cured and the failures drift into the 
larger hospitals. Of 85 patients, 2 
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died and 73 were cured. In 5 cases 
rectovaginal fistulas were present and 
were operated on prior to the vesico- 
vaginal fistula. In 2 cases the urethra 
was entirely absent. Three patients 
presented the unusual feature of com- 


plete absence of the uterus and ad- 
nexa, proved by intraperitoneal palpa- 
tion. Eight patients required 2 opera- 
tions. One or more attempts at clo- 
sure should be made. 


TRANSURETHRAL RESECTION FOR PROSTATIC 
HYPERTROPHIES OF LARGE SIZE 
REED M. NeEssitr 


Ann Arbor, Mich. 
Surg., Gynec. & Obst. 81:515-20, Nov. 1945 


A study of 176 patients with 
“large” prostates treated by transure- 
thral resection at the University of 
Michigan Hospital indicates that 
gland size is not a determining fac- 
tor influencing the morbidity, mortal- 
ity, or length of hospital stay. Blood 
losses are greater when the large 
glands are resected, and consequently 
postoperative transfusions are more 
frequently needed; also, external ure- 
throtomy is done more often in this 
group of cases (33.5 per cent) than in 


all resection cases (20 per cent). End- 
results following transurethral resec- 
tion were excellent, with only 1 poor 
result. End-results in patients having 
more than 80 gm. of tissue removed 
were just as good, indicating that pa- 
tients with large glands may obtain as 
good results following proper resec- 
tion as do patients having smaller 
prostates. The end-result of transure- 
thral resection is not determined by 
the size of the prostate, but by its ade- 
quate removal. 


THE VALUE OF THE VAGINAL SMEAR IN THE DIAGNOSIS 
OF UTERINE CANCER: A REPORT OF 1,015 CASES 


Jor V. Meics, RurH M. Grauam, Maurice FremMont-Smitu, Lots ‘T. JANZEN 
and Carey B. NELson 


Boston, Mass. 
Surg., Gynec. & Obst. 81:337-45, Oct. 1945 


The vaginal smear method was 
used in 1,015 patients; 861 showed 
no evidence of cancer, and of these 
317 were proved not to have cancer 
by biopsy or histologic examination 
after removal of the uterus. In 25 
of these 861 negative cases, a positive 
diagnosis of cancer was made by va- 
ginal smear—an error of 29 per cent 
of “negative called positive.” There 
Were 154 cases in which cancer was 


proved by microscopic examination; 
of these 39 were endometrial cancer. 
In 16 of these cases, an incorrect nega- 
tive diagnosis was made by vaginal 
smear; a second examination of the 
smear showed cancer cells in 7 of 
these. In the 9 cases in which a posi- 
tive diagnosis could not be made from 
the smear, 6 were endometrial cancer, 
indicating that the vaginal smear 
method is less accurate for the diag- 
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nosis of endometrial than of cervical 
cancer. The appearance of the malig- 
nant cells in the smear is described and 
also the appearance of cells that re- 
semble the malignant cells and may 
lead to a false diagnosis of “negative 
called positive.” 5 references. 2 ta- 


bles. 8 figures. 


REFERENCES TO CURRENT ARTICLES 


Criminal Abortion: Three Case Reports. 
Theodore Cianfrani, Philadelphia, Pa. 
Am. J. Surg. 70:100-104, Oct. 1945. 
In the first case an eyebrow tweezer was 
used in an attempted criminal abortion. 
The need of thorough study of x-rays to 
ascertain the direction of such a double- 
pronged sharp instrument is stressed. In 
the other 2 cases attempted criminal abor- 
tions by glass cocktail stirring rods caused 
perforation of the uterus, passage of the 
glass rod into the abdomen and no in- 
terruption of the pregnancy. Modern 
chemotherapy and early operation saved 
these patients. 

Inoperable Vesico-Vaginal Fistula in Iraq; 
Treatment bv Uterocolostomy. Donald 
M. Dougla. ™ _adad, Iraq. Brit. M. 
J. 2:78-80, juiy 21, 1945. During the 
past 3 years 29 patients with vesico- 
vaginal fistula following childbirth have 
been admitted to the Royal Hospital of 
Baghdad. In all these cases the child 
was stillborn and labor had been pro- 
longed (average duration 120 hours); 
in most instances the child had been de- 
livered manually by an unskilled woman. 
In 11° cases the fistula was considered 
irreparable by the gynecological depart- 
ment and ureterocolostomy was done in 
the surgical department. ‘The operation 
was done in 2 stages by the method de- 
scribed by Gray Turner in 1943 with 
one important modification. Instead of 
incising the bowel wall, the surgeon 
pierced it by a cleft palate needle carry- 
ing the anchoring suture. ‘The broader 
shank of the needle enlarged the opening 
in the bowel wall so that the ureter fitted 
snugly into it. Posterior parietal peri- 

toneum was brought over the anasto- 


mosis. “wo of the patients died; the 
other 9 patients made a good recovery 
and returned to normal activity. 2 ref. 
erences. . 
Lacerations of the Perineum and Their Re- 
pair: A Study Based on 2,328 Personal 
Cases. Louis E. Phaneuf, Boston, Mass, 
Surg., Gynec. & Obst. 81 :320-26, Sept. 


perineum, or perineorrhaphy, should be 
done about 3 months after childbirth. 
The author has previously described his 
technic of late repair of complete tears 
of the perineum; in this article he de- 
scribes his technic for late repair of in- 
complete tears. “he perineum is closed 
in 4 layers. Of the 2,328 cases of lacer- 
ation of the perineum reported, late re- 
pair was done in 1,556 cases, in 1,448 
of which the operation was for repair of 
incomplete laceration. ‘There were 12 
deaths in this series of 1,556 cases of 
late repair; in all of these cases the peri- 
neorrhaphy was only a complement to 
an extensive gynecologic operation, and 
death was due to the disease for which 
the main operation was performed. 3 
references. 12 figures. 

Combined Spinal and Pentothal Anesthesia 
in Gynecology. J. Alfred Lee, Wick- 
ford, Essex, England. Anesth. & Analg. 
24:161-65, July-Aug. 1945. In a se- 
ries of 150 gynecologic operations under 
spinal anesthesias, pentothal sodium was 
given intravenously immediately before 
operation, after the spinal injection had 
been given. Results are compared with 
a similar series of 150 operations under 
spinal anesthesia, in which only premedi- 
cation to make the patient drowsy was 


duce a light sleep and keep the patient 
quiet was employed, the usual initial dose 
being 0.25 gm. in 5 per cent solution 
and the average total dose 0.8 gm. With 
this dosage, there was little respiratory 
depression. ‘This method of anesthesia 
was employed only for operations below 
the umbilicus. The patients given pen- 
tothal sodium recovered from their post- 
operative depression more rapidly than 
those in the control series. 12 references. 
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Decidual Reaction of Endometrium Ectopic 
in an Abdominal Lymph Node. Homer 
B. Russell, Chicago, Ill. Surg., Gynec. 
& Obst. 81:218-20, Aug. 1945. The 
occurrence of masses of heterotopic tis- 
sues in pelvic lymph nodes has interested 
surgeons for many years, yet no theory 
has as yet explained their formation. A 
case is presented of a woman dying from 
hemorrhage caused by a ruptured extra- 
uterine pregnancy; autopsy demonstrated 
in a pelvic lymph node heterotopic en- 
dometrial tissues with decidual reaction 
of the stroma cells. “These heterotopic 
tissues seem, during the term of preg- 
nancy, to have the same physiologic 
changes as endometrium in the uterus. 
Probably the factors involved in their 
formation apply also to the origin of 
glandular structures observed in lymph 
nodes in other regions of the body. 


The Management of Carcinoma of the 
Uterine Cervix (Editorial). Louis E. 
Phaneuf, Am. J. Surg. 69:141-43, Aug. 
1945. ‘The author presents a historical 
review of the treatment of carcinoma of 
the uterine cervix from Freund’s simple 
abdominal panhysterectomy with abla- 
tion of the adnexa (1878) to Taussig’s 
method of pelvic lymphadenectomy com- 
bined with radiotherapy (1940-43). At 
present best results are attained by a care- 
ful combination of surgery and irradia- 
tion. It is imperative that the original 
treatment, whether it be surgery or ir- 
radiation, be thorough in order to avoid 
recurrence. Adenocarcinomas and aden- 
ocanthomas respond better to surgery 
when this is possible than to radiotherapy. 
Gross obesity or the presence of serious 
co-existent disease constitutes the chief 
contraindication to radical abdominal 
hysterectomy. 

Bone Destruction in Cases of Carcinoma of 
the Uterus. E. W. Smithers and R. D. 
S. Rhys-Lewis. Brit. J. Radiol. 18:359- 
62, Nov. 1945. In carcinoma of the 
uterus, bone destruction may result from 
blood-borne metastases, direct extension 
to bone from the primary lesion or from 
metastases in lymph nodes, or as the re- 


sult of necrosis following irradiation. 
When this bone destruction is located in 
the pelvis it is very important to recog- 
nize the type, since this distinction will 
determine treatment. Illustrative cases 
of each type are presented. A case is re- 
ported in which the x-ray report sug- 
gested a metastasis. “Treatment with 
large fields produced necrosis of bone 
and fatal extensive necrosis of the skin. 


Early Extirpation of the Uterus in Per- 


sistent Atony With Postpartum Hemor- 
rhage. Harris M. Rabinowitz and Na- 
than Reibstein, Brooklyn, N. Y. Am. J. 
Surg. 69:66-72, July 1945. In the acute 
and very severe cases of postpartum 
hemorrhage with-lack of contractility of 
the uterine wall, hysterectomy following 
delivery has not been sufficiently stressed. 
In the mild or less severe cases conserva- 
tism is advised by all. Seven cases are 
described to illustrate the importance of 
early hysterectomy. ‘The first 2 patients 
treated conservatively died. It is not the 
extent of involvement alone but also the 
time factor that plays a determining role. 
In uncontrollable bleeding no time should 
be lost in removing the uterus. The pres- 
ence of uterine apoplexy must be kept 
in mind, even if classic symptoms are 
wanting. One hour after delivery should 
be the deadline for conservative therapy. 


Fibrin Foam as a Hemostatic Agent in 


Suprapubic Prostatectomy. William C. 
Quinby and Ernest K. Landsteiner, Bos- 
ton, Mass. New England J. Med. 233: 
267-68, Aug. 30, 1945. Reports the 
use of fibrin foam soaked in a solution 
of thrombin for hemostasis in 12 cases 
of one-stage suprapubic prostatectomy. 
In 1 case, 2 rather large “‘spurters” were 
controlled by a stitch before the fibrin 
foam was applied. Otherwise no other 
hemostatic agent was used. The fibrin 
foam was cut into pieces of convenient 
size, and held in place on the bleeding 
surface by a pledget of gauze over which 
negative pressure was applied by suction 
through a tube. In all cases the bleed- 
ing was satisfactorily controlled, and 
there was no secondary bleeding. 
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40. Vascular Surgery 


THE IMMEDIATE AND LATE TREATMENT OF AN 
ARTERIOVENOUS FISTULA 
Ee mite Hotman (Comdr., M.C., U.S.N.R.) 


San Francisco, Calif. 
Ann. Surg. 122:210-22, Aug. 1945 


The physiologic effects of an arteri- 
ovenous fistula are explained by the 
fact that the short circuit to the heart 
“introduces a new circulation parasitic 
upon the normal circulation.” The 
effect depends entirely upon the 
amount of blood transmitted to this 
parasitic circulation through the ab- 
normal communication, which de- 
pends upon numerous factors. Imme- 
diate surgical treatment may be indi- 
cated if the wound in the artery is 
complicated by uncontrollable bleed- 
ing, progressive enlargement of the 
hematoma of the soft tissues, or by 
progressive obstruction to develop- 
ment of collateral circulation by swell- 
ing of the limb because of infiltration 
of the tissues with blood under arte- 
rial pressure. If conditions permit, 
operation should preferably be post- 
poned for 5 to 6 months since a small 
fistula may heal spontaneously; in 
case the main artery to the limb has 
to be ligated, there should be time 
for a collateral circulation to develop. 
Furthermore, if the swollen tissues are 
permitted to return to normal it 1s 
easier to identify structures and dissect 
the tissues; there is also less danger 
of infection. Operation without a 
tourniquet is preferable if possible. 
The artery and vein proximal and dis- 
tal to the fistula should be controlled 
first. Removal on the right side, of 
a portion of the sternum, and sub- 
periosteal removal of the clavicle are 


aids in exposure of large normal ves- 
sels proximal to the fistula and of the 
innominate artery and vein if indi- 
cated. 

In fistula of the thigh, especially 
associated with false aneurysmal sacs, 
both common iliac and external iliac 
arteries should be ligated temporarily 
before incision of the sac or exposure 
of the fistula through the pulsating 
hematoma. 

The iliac vessels are best exposed 
through a separate incision paralleling 
and along the lateral border of the 
lower third of the rectus muscle, the 
femoral vessels being exposed through 
a separate longitudinal incision paral- 
leling these vessels. The incision 
should preferably not cross the ingui- 
nal ligament. 

The operation of choice for an ar- 
teriovenous fistula is ligation of the 
artery and vein proximal and distal 
to the fistula and excision of the fistula 
after careful isolation. If fibrous de- 
posits and adherence of important 
structures prevent excision of the fis- 
tula, one should not only ligate the 
artery and vein proximal and distal 
to the fistula, but one should also di- 
vide the proximal artery between 2 
ligatures to avoid recurrence of the 
fistula. Under no circumstances should 
the artery alone be ligated proximal to 
an arterial lesion associated with a con- 
tinuous bruit indicating venous com- 
munication, as this will lead to gan- 
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grene. Transvenous or transsaccular 
aneurysmorrhaphy with ligation of 
the vein proximal and distal to the 
fistula (Matas-Bickham technic) may 
be employed in selected cases if the 
tourniquet can be applied above the 





Fic. 3.—The operation of choice for an ar- 
teriovenous fistula is ligation of the artery and 
vein proximal and distal to the fistula, and 
excision of the fistula. A fistula which has 
been present for 4 months or longer has usually 
so stimulated collateral circulation that ligation 
of the main artery can be performed with 
impunity. 


Illustrations by courtesy of “Annals of 
Surgery” 


lesion. Drainage in vascular surgery 
is rarely necessary, but, if used, great 
care is needed to avoid touching the 
site of ligation or of suture by the 
drain, as this increases the danger of 
secondary hemorrhage. 








Fic. 4.—If excision of the fistula is contra- 
indicated, because of difficulty in mobilization 
due to excessive scarring or to involvement of 
other important structures such as nerve trunks, 
quadruple ligation without excision may be 
preferable. Under such conditions, however, 
the proximal artery must be sufficiently mobil- 
ized to permit ligation at 2 points and division 
of the vessel between the ligatures. Ligation 
in continuity invariably leads to re-establish- 
ment of the lumen and reactivation of the 
fistula. 
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THE USE OF RADIOACTIVE SODIUM AS A TRACER IN THE 
STUDY OF PERIPHERAL VASCULAR DISEASE 


BEVERLY C. SMITH AND EpirH H. QuimsBy 
New York, N. Y. 
Radiology 45:335-46, Oct. 1945 


By intravenous injection of a few 
cubic centimeters of normal saline con- 
taining a given quantity of radioactive 
sodium, the circulation of the blood 
can be traced. Such studies were made 
on more than 200 patients with per- 
ipheral vascular disease to determine 
the blood supply to the extremities 
through the main arteries or collateral 
circulation. The method is of special 
value in deciding between continued 
conservative and more radical surgery, 
and especially in indicating the site of 
amputation at which healing may be 
expected. This method suggests that 


in many cases of amputation for gan- 
grene, the knee joint can be saved. 
The method may be repeated at in- 
tervals, and can thus be of use in 
following the results of treatment. 
The method of preparing the radio- 
active sodium, the counting apparatus, 
and the technic of injection are de- 
scribed. 7 figures. 1 table. 

[The use of radioactive substances to 
determine the blood supply to extremities 
appears dangerous, because of the detri- 
mental effect of the radioactive substance. 
Only elements with a very short half-life, 
and then only small amounts, should be 
used.—Ep. | 


ULCERS OF THE LOWER EXTREMITIES 
Martin A. Howarp 


Portland, Ore. 
West. J. Surg. 53:217-21, July 1945 


A description of the symptoms and 
diagnosis of leg ulcers is followed by 
a presentation of the author’s pro- 
cedure in these cases. In cases of ac- 
tive ulcer with marked inflammatory 
symptoms, the patients are put to bed 
with elevation, light cradle and hot 
compresses until redness and inflam- 
mation have subsided. The transverse 
incision is used under local anesthesia. 
The branches of the internal saphe- 
nous vein are divided between hemo- 
stats and tied close to their entrance 
into the vein. The same procedure is 
followed in caring for the distal vein 
or veins. Some writers discourage in- 
jection at the time of operation, but 
the present writer has often injected 


Varisol up to an amount of 15 cc. with 
no ill effects. No involvement of the 
deeper circulation was observed fol- 
lowing injection upon the operating 
table. 

It is suggested that possibly longer 
hospitalization in cases previously re- 
ported may have accounted for the 
undesirable effects noted. The author 
now uses 5 per cent sodium morrhuate 
for injection unless the patient is al- 
lergic, when sugar solution is used. 
Hot packs, elevation and gentian vio- 
let have also been found useful. Li- 
gation of the external saphenous vein 
is rarely necessary. Most ulcers of the 
legs are due to varicose veins and 
venous stagnation. 











HE 


gan- 
ved, 
t in- 
ein 
nent. 
adio- 
atus, 


 de- 


es to 
mities 
detri- 
‘ance. 
f-life, 
ld be 


with 

the 
fol- 

ting 


nger 
r re- 

the 
thor 
uate 
; al- 
sed. 
v10- 

Li- 
vein 
the 
and 








QUARTERLY REVIEW OF SURGERY 





41. Arteries 


ARTERIAL INJURIES 


IN A THEATER OF OPERATIONS 


James A. Kirtwey, Jr. (Col., M.C., A.U.S.) 
Ann. Surg. 122:223-34, Aug. 1945 


The following classification was 
made of arterial injuries seen at an 
Army base: 

1. Traumatic vasospasm without lacera- 
tion of the artery 
2. Direct arterial injury 

a. Early results 

b. Late results 
3. Pulsating hematoma (traumatic aneu- 

rysm ) 

4. Arteriovenous aneurysm. 


Illustrative cases of each condition 
are described. If vasospasm is not 
eliminated by a series of paravertebral 
blocks, sympathectomy should be con- 
sidered. In direct arterial injuries 
with thrombosis at the site of injury, 
or formation of an arteriovenous fis- 
tula, ligation of the lacerated artery 
and usually its concomitant vein 1s 
usually done at the time of débride- 
ment. In 55 patients requiring am- 
putation for arterial injuries, almost 
half suffered injury of the popliteal 
artery alone, and 18 followed femoral 
artery injuries. The popliteal artery 
was ligated in 29 cases. Twenty-five 
of these patients developed gangrene 
requiring amputation. Of the 4 cases 
in which the limb could be spared, 3 
had lumbar ganglionectomies, and the 
other had repeated paravertebral in- 
jections. Other factors may of course 
have determined thé viability of the 
leg. 

Nonsuture anastomosis was done 
in 3 cases, with a viable foot main- 
tained in 2, while the third developed 
dry gangrene of all toes. Since the 


anastomosis was undertaken for lacer- 


ation of the popliteal artery, the result 
obtained was considered better than 
that usually obtained with venous an- 
astomosis. Peripheral pulses were not 
palpable in any of the 3 legs, and ar- 
teriograms showed that the medium 
did not go through the anastomosis. 

Sympathectomy was done on 8 pa- 
tients in the hope of decreasing the 
number of amputations secondary to 
arterial injury. Two with popliteal 
injury eventually required amputa- 
tion. These patients had been injured 
for 5 and 4 days respectively and had 
not received paravertebral injections. 
Three other patients had sympathec- 
tomy within 48 hours after popliteal 
artery injury and the extremity re- 
mained viable. The results suggest 
that early sympathectomy in major 
arterial injuries may help preserve a 
part or all of an extremity. 

The late results in 7 patients whose 
femoral or popliteal artery had been 
ligated showed evidence of chronic 
arterial deficiency, characterized by 
intermittent claudication on walking, 
muscle cramps at rest, weak to absent 
peripheral pulses and trophic skin 
changes as well as comparative cool- 
ness of the extremity. Preliminary 
paravertebral injections showed a fa- 
vorable response and sympathectomy 
yielded excellent results. 

In traumatic aneurysms, conserva- 
tive treatment was adopted unless 
there were definite indications for 
early intervention. The latter were 
present in about 40 per cent of the 
patients with aneurysms. 
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There were 13 cases of arterioven- 
ous aneurysms with definite indications 
for operation in 6 cases. There were 
no recurrences, gangrene, secondary 
amputations or deaths in this group 
of operations for either aneurysm or 
arteriovenous fistula. The local and 
systemic effects of these 2 conditions 
differ. Iurther experience with non- 
suture anastomosis should lower the 
incidence of gangrene following sud- 
den injury to major arteries. Such 
treatment would seem to be indicated 
especially in injuries of the popliteal 
artery since injury to this artery was 
followed by gangrene in 86 per cent 
of the cases studied. 

Early operative intervention in 
traumatic aneurysms was necessary in 
about 40 per cent of cases. Temporary 
occlusion of vessels was accomplished 


by using a broad cotton tape ligature 
tied down on a segment of small rub- 
ber tubing laid on top of a vessel as 
suggested by Homan. A screw clamp 
was used to obtain partial or complete 
occlusion of the artery after encasing 
the vessel in a segment of tubing of 
suitable size. Manual compression by 
an assistant just proximal to the liga- 
ture decreases the tension so that the 
ligature can be tightened with less 
danger of rupturing the intima. All 
vessels were divided and the ends 
transfixed. Subperiosteal resection of 
the medial half or two-thirds of the 
clavicle was done in 2 cases of axillary 
or subclavian artery injuries. The 
periosteal bed was reconstructed at 
time of closure. A figure-of-8 plaster 
yoke was applied for 3 weeks follow- 
ing operation. 6 references. 4 tables. 
4 figures. 


EXPERIENCE WITH LUMBAR SYMPATHETIC GANGLION- 
ECTOMY FOR WOUNDS OF MAJOR BLOOD VESSELS 
OF THE LOWER EXTREMITY 


James M. Mason, III (Major, M.C., A.U.S.) and W. Puivip Gippincs 
(Capt., M.C., A.U.S.) 
Surg., Gynec. & Obst. 81:169-76, Aug. 1945 


Lumbar sympathetic ganglionec- 
tomy is indicated in wounds of the 
major blood vessels of the lower ex- 
tremity for the following reasons: to 
encourage collateral circulation by in- 
terruption of the sympathetic vasocon- 
strictor impulses, thus promoting re- 
gional vasodilatation; to relieve spasm 
in the arterial tree of the extremity, 
as severe vasospasm may be present 
even without gross injury to the vas- 
cular wall; to make it possible to per- 
form amputation at a lower level, if 
this becomes necessary, and to give a 
healthier stump; to lessen the possi- 
bility of anaerobic infection by increas- 


ing the circulation. 

Four types of trauma to the major 
peripheral blood vessels are distin- 
guished: (1) severe damage of the 
vessel so that loss of continuity is in- 
evitable; (2) damage in which repair 
and re-establishment of continuity by 
suture are possible; (3) thrombosis 
of the blood vessel with or without 
actual perforation of the vascular 
wall; (4) severe spasm of one or more 
vessels caused by trauma to the ex- 
tremity without damage to the vascu- 
lar wall. 

Paravertebral block with procaine 
has been used as an adjunct to treat- 
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ment of wounds involving major per- 
ipheral blood vessels. This procedure 
has fundamentally the same effect as 
operative ganglionectomy, but the ef- 
fect is temporary. An effective pro- 
caine block, repeated at 8- or 10-hour 
intervals, should be sufficient in 
wounds of Type 4 ( vasospasm without 
damage to vascular wall) and also in 
wounds of Type 2 if a satisfactory re- 
pair of the injured blood vessel has 
been secured and blood flow distal to 
the suture demonstrated at the time of 
operation. 

The authors have had no experience 
with wounds of Type 3, but consider 
that lumbar sympathetic ganglionec- 
tomy is most useful in wounds of Type 
1, in which the damage to the blood 
vessels is so extensive that permanent 
occlusion by ligation is necessary. In 
such cases the entire blood supply to 
the limb or a major part of it is inter- 
fered with, and the early establish- 
ment of a collateral circulation is im- 
perative. Ganglionectomy also pre- 
vents thrombosis in vessels that lie 


near the site of the wound but have 
not been damaged. 

The authors have done lumbar sym- 
pathetic ganglionectomy in 8 cases of 
acute vascular injuries of the lower 
extremity; in 6 of these cases amputa- 
tion subsequently became necessary, 
but in 2 cases the limb was saved and 
is normal. In 3 cases, the operation 
was done too late, when the limb was 
clinically nonviable. Sympathectomy, 
if indicated, should be done as early 
as possible, preferably at the time of 
the original operation. In cases in 
which the condition is borderline, a 
preliminary paravertebral block may 
be “done to determine whether sym- 
pathectomy will be of value. Lumbar 
ganglionectomy is indicated chiefly in 
wounds from the bifurcation of the 
aorta to the bifurcation of the popliteal 
artery that jeopardize the circulation 
of the lower extremity. It is less fre- 
quently indicated, according to the au- 
thors’ experience, in injuries to ves- 
sels of the lower leg than in those of 
the thigh. 1 reference. 


RETROGRADE ARTERIOGRAPHY IN THE STUDY OF THE 
ABDOMINAL AORTA AND ILIAC ARTERIES 


P. L. Farinas 


Havana, Cuba 
Surgery 18:244-49, Aug. 1945 


The author describes the technic of 
retrograde arteriography which he de- 
vised for the study of the abdominal 
aorta, to overcome the difficulties as- 
sociated with Dos Santos’ method of 
blind aortography. This method per- 
mits a study of the pathologic changes 
in the abdominal aorta and iliac ar- 
teries, such as atheroma, strictures or 
dilatations. It is possible by this meth- 
od to ascertain the location, extent, de- 
gree of permeability of the aneurys- 
mal sac, and the presence of canaliza- 


tion due to organization of blood clots, 
as well as the degree of collateral cir- 
culation. The latter can also be studied 
in cases of complete obstruction of 
the aortic cone. Collateral circulation 
in these cases takes place by the double 
anastomosis of the internal mammary 
with the epigastric artery and the cir- 
cumflex iliac with the lumbar arteries, 
thus supplying blood to the lower leg. 
No accidents were recorded as a result 
of this method. 
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EXPERIENCES WITH ANEURYSMS IN AN OVERSEAS 
GENERAL HOSPITAL 


SAMUEL P. HARBISON 


St. Louis, Mo. 


Surg., Gynec. & Obst. 


The tendency to hemorrhage in 
false aneurysms is so marked that in 
such cases operation should be carried 
out before evacuation to the zone of 
the interior, even if a period of several 
months’ observation is required before 
ligation can be performed safely. Pa- 
tients with arteriovenous aneurysms 
are more stable, less likely to bleed, 
require a longer observation period, 
and can be evacuated safely to the 
zone of the interior unless an addition- 
af large false sac or increasing nerve 


81:128-37, Aug. 1945 


damage demands early intervention. 
“Aneurysms” of the retroperitoneal 
space are serious lesions and difficult 
to treat. If aneurysms simulate ab- 
scess, aspiration should be done to 
make sure of the diagnosis at the time 
of operation if any doubt exists. If 
the adequacy of circulation is doubt- 
ful, operative sympathectomy is indi- 
cated. Sympathetic block with novo- 
caine yields only temporary relief and 
should be reserved for cases in which 
additional surgery cannot be tolerated. 


PERIARTERIAL INFILTRATION IN DIAGNOSIS AND TREAT- 
MENT OF MIGRAINE: EXPERIMENTAL AND CLINICAL 
EXPERIENCES WITH EUCUPINE AND PROCAINE 
HYDROCHLORIDE 
REYNOLD ParzeR, VINCENT DERBEs and HuGo ENGELHARDT 


New Orleans, La. 
Arch. Surg. 50:296-300, June 1945 


The technic of infiltration is de- 
scribed as follows: Approximately 2 
cc. of 0.1 per cent eucupine in 1 per 
cent procaine solution is injected into 
the superficial temporal artery of the 
involved side. It may be necessary to 
inject subsidiary points discovered by 
palpation. Where accessible branches 
alone are involved, relief is striking, 
but when the pain is referred to the 
eyeball or along the distribution of the 
internal maxillary nerve, the proce- 
dure is not effective. The middle 
meningeal arteries cannot be reached 
by this maneuver. The authors believe 
that periarterial infiltration is a defi- 
nite adjunct in the treatment of mi- 


graine in selected cases. 

Allergy to eucupine rarely occurs. 
Experiments on animals show that 
eucupine solutions may be employed 
subcutaneously in quantities of 4 cc., 
with little chance of slough and less 
chance of infection. In 5 patients 
treated by periarterial infiltration with 
eucupine in solution of procaine hy- 
drochloride, the results were benefi- 
cial in two ways. Most of the patients 


had immediate relief and the fre- 
quency of attacks was decreased. Ede- 
ma and some soreness are present 
after the injections and may last 24 
hours or longer. The beneficial results 
are expected to last 6 months or more. 
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SECONDARY HEMORRHAGE ARISING FROM GUNSHOT 
WOUNDS OF THE PERIPHERAL BLOOD VESSELS 


Norman E. FREEMAN (Major, M.C., A.U.S.) 
Ann. Surg. 122:631-40, Oct. 1945 


Secondary hemorrhage occurred in 
1.06 per cent of 2,168 gunshot wounds 
of the neck and extremities. Fifteen 
cases are analyzed in which hemor- 
rhage was due to wounds of the major 
blood vessels. In 13 cases, a laceration 
of the arterial wall was found, rather 
than complete severance. Of 3 deaths, 
1 was due to gas gangrene. One case 
of gas gangrene recovered. In another 
case ischemic gangrene followed liga- 
tion of the femoral artery, necessitat- 
ing amputation. Secondary hemor- 
rhage is to be anticipated in patients 
with a history of severe or recurrent 
hemorrhage, or with severe anemia 
on admission. The peripheral pulse 
was absent in only 2 cases, periarterial 
hematoma was found in 4 cases, and 
peripheral edema or diminished sen- 
sation in distal parts of the extremities 
was present in three-quarters of the 
cases involving vessels of the extrem- 
ities. 


A case of arteriovenous aneurysm 
of the neck and one of secondary hem- 
orrhage from the neck of venous ori- 
gin both recovered, the latter being 
controlled by suture of the tissues over 
the bleeding point. In all cases the 
major artery was exposed by extension 
of the original wound. Suture of the 
arterial laceration was attempted in 2 
cases, successfully in one, but con- 
tributing toward gangrene in the sec- 
ond. In the other cases the artery 
was divided and ligated with No. 1 
chromic catgut. In 4 cases alcohol was 
injected into the region of the para- 
vertebral sympathetic ganglia with 
satisfactory results. Repeated injec- 
tions of procaine were employed in 
one patient. Emphasis is placed on 
the importance of recognizing small 
initial hemorrhages as an indication of 
threatening secondary hemorrhage, 
demanding immediate exploration. 


COARCTATION OF THE AORTA, EXPERIMENTAL STUDIES 
REGARDING ITS SURGICAL CORRECTION 


RoBertT E. Gross and CHARLEs A. HUFNAGEL 


Harvard Medical School, Boston, Mass. 
New England J]. Med. 233:287-95, Sept. 6, 1945 


Coarctation of the aorta is unusual; 
some persons with this abnormality 
are only slightly incapacitated and 
have a reasonably ‘long span of life. 
A high degree of obstruction, or com- 
plete block, however, involves a defi- 
nite hazard. Aneurysmal dilatation of 
the aorta may occur above or below 
the constriction; a dissecting aneurysm 
may develop in the anomalous, scler- 


otic aortic wall; rupture of the aorta 
occasionally occurs; Streptococcus vir- 
idans infection may be superimposed 
on the lesion; and severe hyperten- 
sion of the upper part of the body, 
with resulting complications, may de- 
velop. 

Animal experiments have been car- 
ried out to find a surgical procedure 
suitable for the relief of coarctation of 
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the aorta in human subjects. Dogs of 
different weight, but all over 18 kg., 
were used in the experiments. Intra- 
venous nembutal or inhalation ether 
anesthesia was employed; a tube was 
placed in the trachea for administra- 
tion of air under positive pressure 
while the left pleural cavity was open. 
In the earlier experiments an anterior 
approach in the third interspace was 
used, but in subsequent experiments, a 
posterior approach in the fourth or 
fifth interspace, with the scapula 
drawn forward, was found to be pref- 
erable. The upper thoracic aorta was 
either completely divided or a seg- 
ment excised, and the vessel recon- 
structed by end-to-end suture. In 
these experiments various types of 
clamps were tried; the most satisfac- 
tory instruments were “homemade” 
from straight gastroenterostomy 
clamps which were sawed off and the 
ends fitted with a small interlocking 
peg, so that the blades, when closed, 
would not “wiggle sideways.” The 
longitudinal slit in the jaws of the 
clamp prevented any sideslipping of 
the clamp on the aorta. The clamps 
were sufficiently springy to grasp the 
aorta firmly without crushing it; the 
long handles enabled the assistant to 
hold the ends of the aorta and pull 
them together, so that there was no 
tension on the suture line while the 
sutures were being placed. These 
clamps gave complete hemostasis 
when applied to the sectioned aorta. 
Three methods of end-to-end su- 
ture of the aorta were employed. The 
one that gave the best results is de- 
scribed as a continuous mattress suture, 
so placed that the entire thickness of 
each aortic end is everted. Each stitch 
is made sufficiently taut and intima is 
brought to intima so that there is little 
if any silk showing on the internal 


surface of the anastomosis. After each 
stitch is taken, the silk thread is drawn 
up snugly and is held by an assistant 
to keep it at just the right tension. 
The anastomosis is begun on the pos- 
terior wall and carried around to the 
anterior wall. A little saline solution 
is dripped on the aorta from time to 
time to keep its inner and outer sur- 
faces moist. When the stitching is 
completed the remaining piece of silk 
is tied to the original end of the silk. 
The aortic clamps are then removed, 
beginning with the lower clamp. This 
type of suturing produces no constric- 
tion of the aorta at the site of anasto- 
mosis, yet bleeding does not occur at 
this site when the clamps are removed. 

When the clamps were removed 
from the aorta, there was at first a 
great increase in heart rate and it was 
evident that the work of the heart was 
greatly increased; it was several min- 
utes before the heart rate slowed. It 
was found that this could be prevented 
to a large extent by removing the 
clamp slowly. With the type of anas- 
tomosis described there was no intra- 
luminal blocking by clots at the site 
of anastomosis, although this did oc- 
cur in 3 animals in which other types 
of anastomosis were used. Two dogs 
developed hindquarter paralysis; as 
these animals showed good femoral 
pulsations and an adequate lumen of 
the aorta at autopsy, it was concluded 
that the damage to the spinal cord was 
not due to postoperative thrombosis 
at the site of the aortic anastomosis, 
but had occurred during the period 
that the aorta was completely ob- 
structed. This was confirmed by fur- 
ther experiments in which the upper 
thoracic aorta was completely ob- 
structed by clamps for varying periods 
up to | hour. Some animals in which 
the aorta was obstructed for 40 to 45 
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minutes developed paralysis, while 
others did not; some with shorter pe- 
riods of obstruction also developed 
paralysis, but not if the obstruction 
was less than 10 minutes. Packing the 
back of the animal in ice reduced the 
incidence of paralysis. 

Two cases of coarctation of the aorta 
in human patients are reported in 
which operation was done. The first 
patient was a 6-year-old boy. The pos- 
terior approach was employed, the 
constricted segment was excised and 
the ends of the aorta sutured together. 
The patient was in good condition dur- 
ing the operation, until the clamps 
were removed from the aorta, when 
the heart went into “uncontrollable 
dilatation,” and the child died. This 
emphasizes the importance of remov- 
ing the clamps slowly. In the second 


case, the patient was a girl 12 years 
old, who showed marked hypertension 
in the arms, with no pulsations in the 
groin or legs, At operation, the aorta 
was doubly clamped, the constricted 
area excised, and end-to-end anasto- 
mosis done. The clamps were released 
gradually, taking fully 10 minutes to 
release them completely; there were 
no deleterious effects on the heart, and 
the patient made an uncomplicated re- 
covery. Examination of the segment 
of aorta removed showed no opening 
between its two ends. At the time of 
her discharge from the hospital on the 
nineteenth postoperative day, the pa- 
tient was in satisfactory condition, the 
systolic pressure in the arms was 140; 
femoral pulsations were readily felt 
and the systolic pressure in the legs 
was 145. 6 references. 2 tables. 6 
figures. 


ARTERIAL ANEURYSM FOLLOWING INJURY TO ILIAC 
VESSELS; REPORT OF TWO CASES WITH A 
COMMENTARY ON LARGE TRANSFUSIONS 


H. AGar (Major, R.A.M.C.), JoHN Row Lanps (Surgeon, E.M.S.) 
and W. H. OcILvie 


Brit. M. J. 2:451-53, Oct. 6, 1945 


In both the cases reported, arterial 
aneurysm followed war wounds. Lig- 
ature of more than one iliac artery was 
necessary in each case and operation 
was accompanied by profuse and rapid 
hemorrhage which made profuse and 
rapid blood transfusion necessary. In 
the first case both internal iliac arteries 
were ligated; 27 pints of blood were 
given in 4 days without causing any 
reaction. In the second case the com- 
mon, internal and external iliac ar- 
teries were ligated, after a ligature on 
the origin of the internal branch failed 
to control the hemorrhage. During 


and immediately after the operation 
5¥2 pints of stored blood and 1 pint 
of fresh blood were given. In each 
case, the affected limb was left uncov- 
ered at room temperature, while the 
other limbs and the body were 
warmed by the use of an electric cra- 
dle. The vasodilatation obtained in 
this way was at least equal to that fol- 
lowing procaine injection or resection 
of the sympathetic chain. These cases 
show that large amounts of blood can 
be safely given when required to re- 
place severe blood loss. 
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ARTERIOVENOUS ANEURYSM: EXPOSURE OF THE TIBIAL 
AND PERONEAL VESSELS BY RESECTION 
OF THE FIBULA 


Danie C. Evkrin (Col., M.C., A.U.S.) and Ropert P. Ketry 
(Major, M.C., A.U.S.) 
Vascular Surgery Center and Orthopedic Section, Ashford General Hospital, 
White Sulphur Springs, W. Va. 
Ann. Surg. 122:529-45, Oct. 1945 


In the surgical treatment of arteri- 
ovenous aneurysm in the _ posterior 
tibial region, exposure of the tibial and 
peroneal vessels in the upper part of 
their course is required. This is possi- 
ble by performance of a subperiosteal 
resection of the fibula including the 
head of the bone if indicated. The 
fragment of bone is not replaced. 

Under continuous spinal anesthesia, 
a pneumatic tourniquet is applied to 
the thigh. It is inflated only in the 
event of severe hemorrhage. The pa- 
tient is placed on the unaffected side 
with the knee slightly bent. Incision 
over the fibula is begun about 2 inches 
above the head and extended distally 
as indicated by the position of the an- 
eurysm. Following division of the 
skin and superficial fascia at the upper 
end of the incision, the deep fascia is 
opened at the medial edge of the bi- 
ceps tendon. A rubber strip is passed 
around the exposed peroneal nerve to 
facilitate mobilization. The fascia is 
divided downward along the course of 
the nerve, along the posterior margin 
of the biceps tendon. The fascia at the 
origin of the peroneus longus is also 
divided, and the muscles are separated 
to expose the lateral border of the fib- 
ula. The periosteum is stripped from 
the fibula which is divided with a Gigli 
saw. Subperiosteal removal of the 
head is best accomplished by sharp 
knife dissection with the blade direct- 
ly against the bone and the peroneal 
nerve retracted entirely out of the 


field of incision. After removal of the 
head and upper part of the fibula, the 
lower end of the popliteral artery and 
its terminal branches are exposed. 
Upon excising the fistula, a ligature is 
passed around the artery proximal to 
it but is not tied. Vessels distal to the 
fistula are isolated, ligated and divid- 
ed. The proximal artery is then ligated 
and divided, and the fistula removed 
from below upward, with ligation and 
division of all communicating vessels. 
Finally the proximal vein is divided. 
The region of the fistula must be 
avoided until its principal blood sup- 
ply is under control. 

After removing the insertion of the 
fibular collateral ligament there has 
been no loss of stability of the knee 
joint. Fifteen cases are described in 
detail. 

A similar approach is required to 
reach the anterior tibial and peroneal 
vessels in the upper part of their 
course, and it is intimated that resec- 
tion of the upper end of the fibula 
may be of even greater importance in 
fistulae involving the anterior tibial 
and peroneal vessels near their point 
of origin. 1 reference. 10 figures. 


REFERENCES TO CURRENT ARTICLES 


A Case Report of Bilateral Arteriovenous 
Aneurysms of the Posterior Tibial Ar- 
teries: With an Interesting Observation 
Concerning the Effect of Vasodilatation. 
Joseph R. Plank ( Major, M.C., 
A.US.). Surgery 18:391-94, Sept. 


1945. In reporting a case of bilateral 
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arteriovenous fistula of the right and left 

posterior tibial arteries it is suggested that 

this condition is more frequent in patients 

who have suffered multiple small 
wounds from mortar and grenade frag- 
ments then in those injured by larger 
missiles. “he size of a fistula in a termi- 
nal or distal vessel can be determined by 
spinal anesthesia or lumbar sympathetic 
paravertebral block, obliterating vaso- 
motor tonus, and decreasing peripheral 
resistance. 

Traumatic Rupture of the Normal Aorta 
in Young Adults: Report of Two Cases. 
John B. McDonald (Capt., M.C., 
A.US.) and William A. Campbell 
(Major, M.C., A.U.S.),, Am. Heart, J. 
30:321-24, Oct. 1945. Young adults 
rarely have complete rupture bf the nor- 
mal thoracic aorta. “Traumatic rupture 
at the junction of the arch and the 
thoracic portion probably occurs, because 
this is the most mobile portion of the 
aorta. Rupture is probably caused by a 
sudden terrific blow to the thorax with 
both direct and contrecoup forces plus 
sudden torsion of the head and trunk. 


42. Veins 


The authors report 2 cases of traumatic 
rupture of the normal aorta involving 
the junction of the arch and the thoracic 
portion. In both of, these cases, the in- 
jury occurred in automobile accidents in 
which the car turned over several times. 
Autopsy revealed ‘the rupture of the 
aorta. ‘Two or 3 cases of successful su- 
ture of the aorta haye been reported. 
‘ripheral Arterial Embolectomy. Philip 
Hopkins, Ilford, England. Brit. M. J. 
2:117-19, July 28, 1945. Presents a 
brief review of the literature on embo- 
lectomy with special reference to results 
obtained in E ngland. The time between 
the development of the embolus and. op- 
eration is the most important -faet@s 4n 
determining the. result. Successful opr 
erations have been done in cases in which 
more than 24 hours elapsed. , One new 
case is reported in which operation. was 
done 39 hours after the lodgment of the 
emboli; emboli were removed from both 
the popliteal and the femoral-‘artery on 
the left side, and the patient made a good 
recovery. 39 references. 1 table. 4. 
figures. 
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OCCLUSION OF THE SUPERIOR VENA CAVA DUE TO SYPH- 
ILITIC MEDIASTINITIS: COLLATERAL CIRCULATION 
AFTER NINETEEN YEARS 
FREDERIC D. ZEMAN 
New York, N. Y. 
|. Thoracic Surg. 14:330-38, Aug. 1945 


A case is described of occlusion of 
the superior vena cava 19 years ago in 
aman now 68 years old, and his pres- 
ent condition is also pictured. The 
obstructive symptoms and signs were 
attributed to syphilitic mediastinitis 
with secondary venous thrombosis. 
The diagnostic value of determina- 
tions of venous pressures in the upper 
and lower extremities, as well as of 


circulation times, is emphasized. The 
vivid localization of the sites of ob 
struction in the great thoracic veins 
and the striking visualization of the 
collateral circulation by venography 
are demonstrated in illustrations. The 
presence of transitory edema of the 
head and neck, observable on arising 
in the morning and disappearing slow- 
ly after assuming the upright posi- 
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tion, is considered as a pathognomonic 
sign of venous obstruction in the up- 
per mediastinum. Confirmatory signs 
include disturbances of the venous 


pressure and circulation time in the 
upper extremities. 15 references. 6 
figures. 


PENICILLIN: ITS TOPICAL USE AS A BACTERIOSTATIC 
AGENT FOR THE PALLIATIVE TREATMENT OF 
CHRONIC STASIS ULCERS OF THE LOWER 
EXTREMITIES 
Durwarp L. Lovet 


Durham, N. C. 
Arch. Surg. 51:22-27, July-Aug. 1945 


In 10 cases of chronic stasis ulcers 
of the lower extremities, penicillin was 
used locally as a bacteriostatic agent. 
Unna’s paste boots were applied for 
elastic support. The local infection re- 
sponded more rapidly to this treat- 
ment than to any other known meth- 
od. Best results were obtained by 
changing the dressings twice weekly. 
In 5 cases of early ulceration healing 
occurred rapidly. In these cases there 
was only slight fibrosis about the mar- 


gins and the arterial blood supply was 
adequate. Healing required from 10 
days to 10 weeks. In 4 cases, although 
infection was under control, healing 
progressed slowly probably because of 
poor blood supply. In cases of this 
type a radical excision of the ulcer and 
covering of the defect with a skin 
graft is recommended unless surgical 
intervention appears inadvisable. 10 
figures. 


THE TECHNIC OF USING VITALLIUM TUBES IN ESTAB- 
LISHING PORTACAVAL SHUNTS FOR PORTAL 
HYPERTENSION 


ArtrHurR H. BLAKEMORE and JERE W. Lorp, JR. 
New York, N. Y. 
Ann. Surg. 122:476-89, Oct. 1945 


The authors describe in detail the 
technic of splenorenal anastomosis and 
anastomosis of the portal vein to the 
vena cava by the nonsuture method 
with vitallium tubes. They are of the 
opinion that the nonsuture method of 
blood vessel anastomosis is suitable for 
the establishment of portacaval shunts. 

An end-to-side anastomosis of the 
portal vein to the vena cava provides 
30 to 40 per cent greater blood-carry- 
ing capacity than a splenorenal anasto- 


mosis. Following mobilization of the 
portal vein, descending duodenum and 
medial displacement of the common 
duct, the cystic and pyloric veins are 
ligated and cut. After clamping and 
placing a transfixion ligature on the 
portal vein it is transected 4 mm. dis- 
tal to the ligature, and is then irri- 
gated with normal saline. The vena 
cava is then mobilized and clamped 
but not so tightly as to occlude the 
vessel. The portal vein is passed 
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Fic. 2.—A. Illustrating the method of everting the renal vein for the introdiiction of the vitallium tube 

bearing the splenic vein. The clamp on the flanged portion of the vitallium tube for its guidance and the 

rubber-shod clamps upon the splenic and renal veins have been omitted. B. is a semidiagrammatic sketch of 

the completed anastomosis. Note the placement of the ligatures upon the vitallium tube. C. A vitallium 

tube with a vein graft mounted. D. An improved design of vitallium tube for end-to-end or end-to-side 

splenorenal anastomosis. There are two tying ridges placed 2 and 4 mm., respectively, from the end. 
Note the tab on the flange for the application of a holding clamp. 
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Fic. 3.—A. Illustrating placement of the purse-strings in the vena cava and the centering of the cruciate 
incision for implantation of the vitallium tube bearing the portal vein. B. shows the tube bearing the portal 
vein about to be introduced through the opening in the vena cava. C. The completed anastomosis. Note 
the vena cava wall is drawn well up on the vitallium tube. D. A tube suitable in design for vein graft 
bridging. E. A late design double-ridge tube with a holding tab. 
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through a vitallium tube and the end 
of the vein triangulated with mosquito 
clamps. Holding the tube firmly in 
a clamp, the end of the portal vein is 
everted over the end of the vitallium 
tube. The tube covered with the vein 
is then brought out from behind the 
common duct over the vena cava, after 
which the portal vein is again irri- 
gated with saline and is covered with 
vaselined gauze before being returned 
to its former position. The site se- 
lected for anastomosis on the anterior 
vena cava wall is cleared of adventitia 
and a purse-string suture of Deknatel 
silk (No. 3) is placed through the en- 
tire thickness of the wall of the vena 
cava. A second purse-string suture 
beginning on the opposite side is in- 
serted 2 mm. outside of the first. An- 
other clamp is then placed on the vena 
cava close to the liver. The distal 
clamp is tightened first and then the 
proximal and the time at which oc- 
clusion is complete is noted. 

The vitallium tube bearing the por- 
tal vein is inserted into an incision in 
the vena cava in the center of the 
purse-string area until the inner purse- 
string, as it is tightened, will be proxi- 
mal to the holding ridge on the tube. 
The purse-string is then drawn taut 
and the surgeon’s knot tied. Follow- 
ing release of the holding clamp on 
the vitallium tube, the second purse- 


string is tied about the tube proximal. 
The mosquito” 


to the distal ridge. 
clamps are’ removed. 


Blood flow” is 


established by first releasing the: proxi- 
mal clamp on the vena cava, then the 
clamp on the portal vein and finally 
the distal clamp on the vena cava. 
Should a vein -graft prove unavoid- 
able, a short segment of the external 
iliac vein can be used. 





The present paper is based on the 
establishment of portacaval shunts in 
10 cases (5 splenorenal anastomoses 
and 5 portacaval anastomoses). 

As regards the selection of cases for 
these procedures, the authors suggest 
that splenectomy alone for congested 
splenomegaly should be limited to 
cases of splenic vein thrombosis in 
which the coronary vein arises from 
the portal vein, or if it arises from the 
splenic vein, the obstruction in the lat- 
ter must be distal to its origin. In 
cases of congested splenomegaly with 
normal liver function, indicating ex- 
trdhepatic portal block, the type of 
surgery must be determined at opera- 
tion. A normal blood pressure in the 
branch of the superior mesenteric vein 
with high pressure in the coronary 
vein of the stomach would, in the au- 
thors’ opinion, favor splenectomy fol- 
lowed by a splenorenal anastomosis. 
Splenectomy alone appears to be indi- 
cated in the presence of a normal su- 
perior mesenteric pressure, high sple- 
nic vein pressure but approximately 
normal coronary vein pressure. In the 
majority of cases of cavernomatous 
transformation of the portal vein, 
splenorenal anastomosis is indicated. 
In a few of these cases and in cases of 
atresia of the portal vein at the portal 
fissure where the spleen has previously 
been removed, it may be possible to 
use a vein’ graft for portacaval anasto- 
mosis. It may be that portacaval anas- 
tomosis will be found preferable to 
splenorenal anastomosis in Laennec’s 
cirrhosis of the liver but this point is 
not regarded as settled. Although the 
end results of the 10 cases reported 
cannot yet be stated, postoperative 
convalescence was satisfactory in all. 
9 references. 6 figures. 
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THE PROBLEM OF PORTAL HYPERTENSION IN RELATION 
TO THE HEPATOSPLENOPATHIES 


ALLEN O. WHIPPLE 
Department of Surgery, Columbia-Presbyterian Medical Center, New York, N. Y. 
Ann. Surg. 122:449-75, Oct. 1945 


A tabular summary 1s presented of 
1,189 cases of splenopathy and he- 
patosplenopathy with and without 
splenectomy studied and followed at 
the Spleen Clinic up to March, 1945. 
A review of the portal system includ- 
ing the physiology of the hepatic and 
splenic circulation is followed by a 
study of the amount, type and site of 
obstruction in patients with portal hy- 
pertension. Intra- and extrahepatic 
types of portal block are described, 
and their pathogenesis is discussed. 

In the collateral circulation in por- 
tal block, the hepatofugal and hepato- 
petal collateral veins appear, and in- 
crease in volume to by-pass the portal 
blood. McIndoe’s classification of the 
hepatofugal collateral circulation on 
an embryologic basis is cited. Experi- 
mental chronic portal block and the 
syndrome in man are discussed; the 
latter is described as including a vari- 
able degree of secondary anemia, leu- 
kopenia, thrombocytopenia, and sple- 
nomegaly with a tendency to repeated 
severe gastrointestinal hemorrhage 
usually associated with esophageal 
varices. The liver may be cirrhotic or 
normal depending upon the site of ob- 
struction (Banti’s syndrome). 

The author believes this syndrome 
due to mechanical obstruction to the 
flow of blood within the portal bed. 
Because of the variable degree of por- 
tal hypertension in the cirrhoses, the 
syndrome is not always found in the 
cirrhoses. If the extrahepatic block 


causes splenomegaly, Banti’s syn- 
drome is nearly always present, 
whereas the liver remains normal for 


a long time. In portal hypertension 
there may be no history of gastroin- 


testinal hemorrhage, and differential 


diagnosis from other splenomegalies 
may depend largely upon hematologic 
findings. The site of the portal block 
is determined by liver function tests, 
intrahepatic block being indicated in 
cases with high retention of bromsul- 
falein in the blood 30 minutes after 
intravenous injection, with a positive 
hippuric acid test, reversal of the al- 
bumin-globulin ratio and a positive 
cephalin flocculation test. If these tests 
yield negative results, the block is 
probably extrahepatic. 

Since the surgical technics hitherto 
employed for treatment of these pa- 
tients have not yielded satisfactory re- 
sults, except splenectomy in rare cases 
when the block is in the splenic vein, 
the author has attempted to apply 
Blakemore and Lord’s endothelial- 
lined vitallium tube nonsuture technic 
for bridging large vessel defects to the 
problem of portacaval shunting opera- 
tions. The history of portacaval anas- 
tomosis in experimental animals and 
in man is reviewed. 

Employing Dr. Blakemore’s princi- 
ple, the author and Dr. Blakemore 
performed 10 major.,procedures, 5 
consisting of uniting,the splenic.-vein 
and left renal veins after removing 
the spleen and left kidney. In their 
last 5 patients, they anastomosed the 
portal vein to the inferior vena cava, 
end-to-side. “All of these patients re- 
covered and showed marked improve- 
ment, although, previously their se- 
vere hemorrhages had resisted conser- 
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vative measures. It is emphasized that 
it will be 3 years or more before the 
end-result of these portacaval short- 
circuiting procedures can be evalu- 
ated. The procedure may prove of 
value in patients suffering from con- 


tinued portal hypertension and gas- 
trointestinal bleeding in cirrhoses and 
in the numerous cases of damaged liv- 
ers in the armed forces as a result of 
infectious hepatitis. 37 references. 2 
tables. 16 figures. 


SAPHENOFEMORAL LIGATION WITH THE IMMEDIATE 
RETROGRADE INJECTION 
H. O. McPHEETERS 


Minneapolis, Minn. 
Surg., Gynec. & Obst. 81:355-64, Oct. 1945 


The author discusses the treatment 
of varicose veins of the lower extremi- 
ties by preliminary ligation of the of- 
fending veins and either immediate 
or subsequent injections of sclerosing 
solution. The discussion is based on an 
experience gained in 2,582 ligations in 
1,952 patients with 633 bilateral liga- 
tions. Every approved method was 
tried; the author concludes that the 
high saphenofemoral ligation com- 
bined with either immediate or subse- 
quent injection of a sclerosing solution 
yields uniformly good results. For 
any case of varicose veins with a defi- 
nite reverse flow, high saphenofemoral 
ligation is definitely the method of 
choice. 

[High saphenous ligation, even when 
combined with ligation of the tributaries at 
the saphenofemoral junction and retrograde 
injection of sclerosing agents, will fail in 
about 40 per cent of instances, because of 
incompetent valves in the communicating 
veins below the saphenofemoral junction. 
In cases with incompetent valves of the 
communicating veins, high ligation should 
be combined with low ligation below the 
communicating veins with incompetent 
valves.—Ep. | 


REFERENCES TO CURRENT ARTICLES 


Unusual Leg Ulcer with Diphtheroids. H. 
R. Hathaway, Lakewood, Ohio. Ohio 
State M. J. 41:1014-15, Nov. 1945. 


A chronic alcoholic of 61 years with 
probable diffuse arterial and arteriolar 
sclerosis, hypertension, infected teeth and 
a healing peptic ulcer developed a chron- 
ic leg ulcer which resisted numerous 
methods of treatment including treat- 
ment for varicose veins, peptic ulcer ther- 
apy, application of tetrathione, Dakin’s 
solution, zinc peroxide, penicillin, sulfa- 
diazine, liver extract and B complex. 
Discovery of diphtheria-like organisms 
was followed by injection of diphtheria 
antitoxin and prompt recovery. It is 
hoped that this experience will encour- 
age others to look for diphtheria organ- 
isms in chronic leg ulcers of doubtful 
origin. Cultures on Loeffler’s blood-agar 
media will reveal the organisms. 


Pediculosis Corporis and Leg Ulcers. 
George E. Morris, Boston, Mass. New 
England J. Med. 233:180, Aug. 9, 
1945. In a large hospital clinic, the au- 
thor has found that ulcers of the leg due 
to bites of the body louse with resultant 
scratching and infection rank second in 
frequency to the so-called “stasis” or 
varicose ulcers. These ulcers occur 
chiefly on the lower third of the leg, are 
shallow, oval or rounded as a rule, but 
occasionally have straight sides. Such 
lesions are best treated by eradication of 
the body lice and local application on 
alternate days of a 1 per cent aqueous 
solution of gentian violet and 2 per cent 
allantoin in a_ water-soluble emulsion 
base. 
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43. Orthopedic Surgery 


DELAYED SURGICAL CARE OF COMPLICATED 
GUNSHOT WOUNDS 


A. R. SaviTskKI 
First Moscow Medical Institute, Moscow, U.S.S.R. 
Am. Rev. Soviet Med. 2:519-24, Aug. 1945 


Between January and November |, 
1942, there were 1,059 wounded sol- 
diers admitted to the Surgical Depart- 
ment of the Moscow Institute. The 
injuries were of a type to permit de- 
layed surgical care in 360 cases; op- 
eration was done in 99 cases. Discus- 
sion of the brain injuries is not includ- 
ed in this paper. 

In 6 cases of thoracic wounds with 
pneumothorax, the wound was opened 
widely; all injured soft tissues were 
excised, “but not too extensively”; 
the ends of the broken ribs were 
resected; the pleural wound was 
widened and the surrounding lung ex- 
amined. The entire wound was dust- 
ed with sulfanilamide and closed in 2 
stages. Because of the presence of in- 
fection in these cases, hermetically 
sealed drains were placed in the lowest 
part of the pleural cavity in closing 
the wound. Closure of a sucking 
wound after a single evacuation of the 
purulent exudate by hermetic drainage 
gave good results. 

In complicated gunshot fractures of 
the extremities, revision of the wound 
was done with excision of lifeless soft 
tissues, removal of free bone frag- 
ments and also of “dirty” fragments 
hanging to the bone, and pulveriza- 
tion of the ends of the bone. The 
fresh ends of the bone were approxi- 
mated, and sulfanilamide dusted into 
the wound, and a closed plaster cast 
applied. The closed plaster cast has 
been found to be superior to all other 


forms of immobilization in these cases. 
There were 3 deaths in 43 cases, all in 
soldiers admitted with severe infec- 
tion and seriously ill; even amputa- 
tion, if done, could not have. saved 
life in these cases. 


In infected injuries of the joints 
with more or less extensive injury to 
the bone, late surgical treatment con- 
sisted in resection of the joint, typical- 
ly or atypically, according to the char- 
acter of the bone injury, followed by 
extirpation of the synovial capsule; 
the wound was then dusted with sul- 
fanilamide and a closed plaster cast 
applied. Resection, which involves 
loss of function of the joint, was done 
in these cases because arthrotomy with- 
out resection does not permit adequate 
drainage of pus in infected joints, 
while even in the most successful cases 
of arthrotomy ankylosis of the joint 
often occurs. There were 5 deaths in 
43 cases in which resection was done, 
all in severely infected cases. In 1 
other case amputation finally became 
necessary. In all the other cases, re- 
section followed by a closed plaster 
cast halted the process of infection, 
hastened recovery, and in some cases 
saved the extremity when amputation 
had been considered unavoidable. 1 
table. 


REFERENCES TO CURRENT ARTICLES 


Perspex in Orthopaedics. John T. Scales 
(Lt., R.A.M.C.), and Woolf Herschell 
(Asst. Surgeon, .E.M.S.). Brit. M. J. 











358 QUARTERLY REVIEW OF SURGERY 





2:423-24, Sept. 29, 1945. Describes 
the methods employed for making small 
and large splints (including anterior and 
posterior shells) from this plastic mate- 
rial (perspex). ‘These splints have been 
used in cases of tuberculosis of the spine, 
osteomyelitis of the sacrum, anterior 
poliomyelitis, fraeture of the spine, and 
Still’s disease, and have been found most 
suitable. Perspex has the advantages of 
being light and durable, transparent to 
light, including the ultraviolet rays, per- 
meable to x-rays, nonirritant to the skin, 
and waterproof. It is not porous, but 
this can be overcome by drilling small 
ventilation holes in any area where mois- 
ture is likely to accumulate. 

The Posterior Approach for Arthrodesis 
and Other Operations on the Shoulder. 
Paul H. Harmon, Sayre, Pa.  Surg., 
Gynec. & Obst. 81:266-68, Sept. 1945. 
Thesurgical technic for a safe posterior 
approach for arthrodesis of the shoulder 
and other operations is described. Ad- 
herence to this technic, keeping the dis- 
section away from the muscle bellies of 
the infraspinatus and teres minor and 
below the spine of the scapula, will pre- 


44. Fractures 


vent injury to the axillary and supra- 
scapular nerves. ‘The technic described 
differs only a little from that recom- 
mended by Rowe and Yee. 

Pentothal Sodium in Orthopedic Surgery. 
Herbert C. Fett (Capt., M.C., U.S.N.), 
Frank A. Adams (Lt. Comdr., M.C., 
U.S.N.R.) and Sarah E. Adams (En- 
sign, N.C., U.S.N.R.). U.S. Nav. M. 
Bull. 45:449-53, Sept. 1945. The use 
of intravenous pentothal sodium anesthe- 
sia in 500 orthopedic operations is re- 
ported. A 3% per cent solution was 
employed, the total dosage of pentothal 
varying from 330 mg. to 4,000 mg., 
the majority of patients receiving be- 
tween 1,500 and 2,000 mg. The sup- 
plementary use of oxygen alone and of 
nitrous-oxide oxygen was restricted to 
patients requiring 3,000 mg. and over 
and to operations lasting over 1 hour. 
In this series the general physical condi- 
tion of the patients was good, and be- 
cause of this and the types of operations, 
no contraindications to the use of pento- 
thal sodium were found. The incidence 
of postoperative complications was re- 
duced as compared with other anesthetic 
agents. “There were no deaths. 


METATARSAL MARCH (FATIGUE) FRACTURES 


ALBERT L. LEVETON 
lowa City, Ia. 
Am. J. Surg. 70:49-57, Oct. 1945 


Metatarsal march fracture is pri- 
marily an occupational disease of sol- 
diers. The author believes that meta- 
tarsal march fractures are caused by 
fatigue of the peroneus longus and 
tibialis posticus muscles, and not to 
spasm and overactivity of the inter- 
ossei muscles. Metatarsal march frac- 
tures were most common in the 18- 
and 19-year-old group and involved 
all bones of the metatarsal segment but 


chiefly the second and third of the 
right foot. In 23 cases there were 
multiple metatarsal march fractures. 
After 4 to 6 days of bed rest, the 
swelling and pain subside. At the 
Station Hospital, soldiers withmarch 
fractures are kept at bed ‘rest for 3 
weeks, are sent to the‘recdaditioning 
program for 2 to 4 weeks, and then 
returned to full duty. Some patients 
complain of pain in the foot 3 or 4 
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months after injury. In metatarsal 
fractures incomplete immobilization 
and motion at the fracture site does 
not delay or prevent union. In none 
of the cases in this series was the foot 


immobilized in plaster. About 99 per 
cent of the patients made a good re- 
covery without further disability or 
pain, returned to training and eventu- 
ally to full military duty. 


MARCH FRACTURES 


WaLcrer Scorr (Lt. Comdr., M.C., U.S.N.R.) 
Hollywood, Calif. 
Surg., Gynec. & Obst. 81:525-29, Nov. 1945 


In 48 of 58 cases of march frac- 
ture, the average basal metabolic rate 
was minus 10.72 per cent. The aver- 
age pulse rate was 62, and 57 per cent 
of the men were either tall or fat. Bed 
rest for 5 days and (in 24 cases) desic- 
cated thyroid (1 grain 3 times a day) 
for a total of 19 days was the routine 
treatment followed. A test for dif- 
ferentiating inflammatory from peri- 
osteal swelling is a guide in letting the 
patients up. Half of the patients thus 


treated suffered mild, nondisabling 
symptoms for | to 14 days. Patients 
receiving thyroid had better interme- 
diate results than those who were 
treated by bed rest only. Final re- 
sults were satisfactory, except in those 
having complete fractures. It is sug- 
gested that a mild hypothyroid state 
may predispose to march fractures. 
Cast treatment is neither necessary nor 
indicated except in cases in which the 
fracture line is complete. 


REPARATIVE SURGERY OF COMPOUND BATTLE FRAC- 
TURES IN THE MEDITERRANEAN THEATER 
OF OPERATIONS 


Oscar P. Hampton, Jr. (Lt. Col., M.C., A.U.S.) 
Ann. Surg. 122:289-332, Sept. 1945 


The objectives of reparative surgery 
for compound fractures include mini- 
mum wound sepsis, improved fracture 
reduction and stabilization and rapid 
wound healing with least possible 
scar formation and maximum func- 
tional restoration. These objectives 
are more nearly attainable by a plan 
of management including blood re- 
placement, chemotherapy and surgery, 
the latter being the most important. 
A realization of these objectives. was 
dependent upon the following re- 
quirements: 

1. Experienced Forward Hospi- 


tal personnel with standardized prin- 
ciples of excisional surgery and trans- 
portation splinting. 

2. Short chain of evacuation, am- 
bulance and train, and air evacuation 
from Forward to Base Hospital. 

3. Experienced Base Hospitals 
close behind the combat zone. 

4. A bed status in the Base per- 
mitting patients to be held for re- 
parative surgery and rehabilitation or 
transfer to the Zone of the Interior. 

5. An Army Blood Bank supply- 
ing low-titer blood to and augmenting 
that drawn in Forward Hospitals, and 
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unit banks in each Base Hospital sup- 
plying type-specific blood. 

Whole blood is given preoperative- 
ly to obtain a hematocrit reading of 
40 or better, the preoperative blood 
requirements being calculated on the 
basis of 50 cc. for each 3 to 4 points 
of deficit of the hematocrit. Penicillin 
therapy, 25,000 units intramuscularly 
every 3 hours, is begun in the Evacua- 
tion or Field Hospital, and reinsti- 
tuted on admission to the Base Hos- 
pital, where it is continued for 5 to 
10 days after the last surgical pro- 
cedure. 

The type of anesthetic, extent of ex- 
cisional surgery, method of fixation, 
extent of closure of the wound, ne- 
cessity for relaxing incisions or flaps, 
whether, where and how to drain, and 
the postoperative method of maintain- 
ing reduction all depend upon the in- 
dividual case. 

The technic of wound revision, frac- 
ture management, internal fixation, 
wound closure and drainage is de- 
scribed in detail, as well as the post- 
operative management. Fourteen 1]- 
lustrative plates and 15 case reports 
are included. 

A few of the points emphasized in- 
clude the conception of wound revi- 
sion as “a meticulous completion of ex- 
cisional surgery to remove infected 
tissue.” Adjustment of fragments un- 
der direct vision facilitates maximum 
fracture reduction. Internal fixation 
is indicated if its advantages in a given 
case outweigh its disadvantages. In- 
ternal fixation is often used at the 
primary operation in fractures about 
joints to facilitate replacement of ar- 
ticular surfaces, in cases where main- 
tenance of reduction is difficult by 


other means, and in cases with seg- 
mental bone loss. Stabilization of 
fractures by plating or multiple 
screws is often useful but fails if the 
fracture remains unfixed after the 
metal is placed. 

In doubtful cases, it is best to close 
the wound and attempt reduction by 
manipulation or traction. If these fail, 
a planned open reduction and internal 
fixation may be done later, in some 
cases after healing of the wound. 

Delayed closure is considered sound 
procedure. By excision of dead tissue, 
obliteration or drainage of dead space, 
pressure dressings, adequate reduction, 
immobilization and staged closures, 
problem cases can be transformed into 
clean cases. 

A major problem in the treatment 
of battle fractures is restoration or 
preservation of the periosteal blood 
supply of the cortex of the bone, to 
prevent sequestration. 

End results in the present study are 
lacking for evaluation, but there were 
few septic patients and no deaths, am- 
putations or serious sequelae. If 
wound sepsis recurs following repara- 
tive surgery, repeated revision is in- 
dicated. Fracture reduction has been 
greatly improved, and _ segmental 
bone deficits threatening nonunion are 
rarely accepted. Internal fixation es- 
pecially about the joints permits early 
joint motion and muscle exercise with 
improved functional results. Wound 
healing has been accelerated and scar 
formation minimized. In metallic in- 
ternal fixation, it is reduction and not 
the use of internal fixation that is the 
objective. Persistent sinus formation 
will still occur in a certain percentage 
of cases. 16 references. 14 plates. 
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GLASS PLASTIC CAST 


RoGER ANDERSON and HERBERT R. ERICKSON 


Seattle, Wash. 
Am. J. Surg. 69:299-305, Sept. 1945 


In a recent article, one of the au- 
thors (R. A.) described a new water- 
proof plastic cast. Further improve- 
ments have been made. The original 
bandage used was a knitted, all plastic 
bandage, which after being wetted 
with setting solution hardened into a 
rigid plastic cast. The chief modifica- 
tion in the new method described is 
that glass filaments of Fiberglas have 
been substituted for the regenerated 
cellulose or rayon of the old bandage. 
The composition preferred is 80 per 
cent cellulose acetate and 20 per cent 
glass by weight. Both the glass and 
the plastic filaments are very fine, 
smooth and flexible so that the band- 
age, when knitted by a special technic, 
is soft, flexible and elastic. 

Just before the bandage is applied 
it is immersed in a setting liquid. The 
setting liquid now employed is a com- 
bination of acetone, methyl! salicylate 
and a group of hydrocarbons. The 
bandage dries more rapidly than the 
original type of bandage, and sets into 
a rigid, smooth cast, with a silky in- 
terior finish. The cast when set is 
light and porous, and the open mesh 
gives free circulation of light and air. 
The bandage, after being wet in the 


setting solution, is applied under some 
tension. The part to be casted can be 
padded with sheet wadding as for the 
usual type of plaster cast. But the 
bandage is elastic and can be smoothly 
and accurately applied so that padding 
is unnecessary. After the cast is com- 
pleted, an elastic cotton bandage is 
wrapped over the entire cast, which is 
then shaped and smoothed down, and 
circularly rubbed with the palm for a 
few minutes before the cotton band- 
age is removed. When applying the 
cast in such conditions as club foot or 
angulated fractures, the elastic cotton 
bandage is kept in place at the site to 
be molded until the adjoining areas 
of the cast have set. The cotton band- 
age is then removed, the usual mold- 
ing or angular correction made, and 
the cast left uncovered to set in the 
position of correction. 

This glass plaster cast can be used 
for all types of immobilization. It is 
much lighter in weight than a plaster 
cast, but is strong and durable. It can 
be fitted to any contour of the body. 
The material is waterproof and vari- 
ous kinds of hydrotherapy can be car- 
ried out without disturbing immobili- 
zation. 5 references. 6 figures. 


FRACTURES OF THE ACETABULUM 


W. RussELL MacAusLanp and Haro.tp G. LEE 


Carney Hospital, Boston, Mass. 
Am. J. Surg. 69:213-20, Aug. 1945 


Three cases of fracture of the ace- 
tabular rim with posterior dislocation 
of the hip are reported. One of these 
cases was first treated by manipulation 





and skeletal traction, but the displace- 
ment of the fragment persisted, and 
operative fixation was necessary. In 
the second case, operative reduction 
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was advised, but postponed for a week 
because of the poor condition of the 
patient. In the third case an attempt 
was made to reduce the fracture by 
manipulation, but the fragment could 
not be replaced, and operation was 
done a few days later. In these cases 
the fragment was replaced and fixed 
in position with a screw. In the first 
case traction was maintained for a pe- 
riod of 6 weeks, by means of a Stein- 
mann pin that had been placed in the 
lower femur before operation. In,the 
other 2 cases a plaster spica was ap- 
plied after operation with the extrem- 
ity in the position of slight eversion 
and abduction of 25 degrees. The 
spica extended from the rib line to the 
ankle at first but the lower part of the 
cast was removed in 8 weeks. The re- 
mainder of the cast was removed 3 
months from the time of injury and 
weight-bearing was then begun. 

In the fourth case reported, the 
fracture involved the floor of the ac- 
etabulum, and there was associated 
dislocation of the femoral head. Re- 
duction in this case was obtained by 
lateral traction by means of an out- 


rigger attached to a plaster cast. 

In all of these cases satisfactory 
function of the hip was obtained. In 
the third case, however, a roentgeno- 
gram 2 years after injury showed 
mottling, necrosis and flattening of the 
femoral head; and 6 years after the 
injury there was extensive destruction 
of the hip joint with evidence of de- 
generative arthritis, and limited and 
painful motion of the hip. In the 
fourth case, a roentgenogram | year 
after the injury showed a well-healed 
acetabular floor and good joint space, 
but 2% years after the injury the 
joint space was narrowed and there 
were proliferative changes around the 
femoral head and acetabulum. At 
that time abduction and rotary motion 
of the hip were definitely limited. 

These findings confirm the general 
opinion that the final results in frac- 
tures of the acetabulum cannot be 
properly evaluated until 2 or 3 years 
after the injury. The prognosis is 
more favorable when anatomic reduc- 
tion is done early and weight-bearing 
is not attempted until the fracture has 
healed. 6 references. 12 figures. 


THE OCCURRENCE AND POSSIBLE SIGNIFICANCE OF 
BACILLUS TETANI IN COMPOUND FRACTURES, LAC- 
ERATIONS, GUNSHOT WOUNDS, AND BURNS 


Ivan C. Hay 
New York, N. Y. 
Surgery 18:377-88, Sept. 1945 


In 11 of a total of 2,493 cases of 
civil wounds B. tetani was demon- 
strated. There were 5 compound 
fractures, 5 involved lacerations, and 
1 burn. None of these cases devel- 
oped tetanus. It is suggested that 
bacteriologic examination of tissues 
débrided from fresh wounds very 
rarely supplies information in time to 


be of practical value to the surgeon 
and that operative procedure must be 
based upon general knowledge and 
empirical considerations. The first 
sign of infection should be followed 
immediately by microscopic examina- 
tions upon which surgical procedure 
may be based. Cultures should then 
be made for confirmation. Occasional 





del 
cate 
tiss 
for 
tht: 


ne’ 


tory 

In 
*no- 
wed 
the 
the 
tion 


and 
the 
ear 
led 
Ace, 
the 


ere 
the 
At 


10n 











QUARTERLY REVIEW OF SURGERY 363 





delayed development of tetanus indi- 
cates that in examination of débrided 
tissues a special search should be made 
for B. tetani so that patients in whom 
this organism occurs can be actively 
or passively immunized in case of a 
new surgical emergency. The real 
practical value of such examination at 
present rests largely upon theoretical 
considerations. The author reviews 
the problems of delayed or idiopathic 
tetanus, the occurrence of B. tetani in 
wounds, and tetanus in World War 
II. Twelve cases are reported in de- 
tail. 
REFERENCES TO CURRENT ARTICLES 
A Simplified Method of Applying the 
Thomas Splint. Lipmann Kessel ( Major, 
R.A.M.C.). Brit. M. J. 2:463, Oct. 
6, 1945. Describes a method of applying 
the Thomas splint that is easily learned 
by first-aid orderlies in a field ambulance. 
The essential part of this method is to 
have the injured limb at rest and extend- 
ed during the procedure by using the 
material from the trousers of the injured 
leg rather than the triangular and cotton 
bandages usually employed. “Two men, 
only 1 of whom needs to have special 
training in the method, can apply the 
splint, and the time necessary is only 3 
to 5 minutes. This method is only “a 
short-term first-aid treatment,” but as 
such has given good results in a para- 
chute field ambulance. 


Fractures of the Internal Malleolus. G. 
M. Muller, London, England. Brit. 
M. J. 2:320, Sept. 8, 1945. A certain 
percentage of fractures of the internal 
malleolus treated in plaster end in fibrous 
union; this may cause but little disability, 
but in some cases the joint is painful or 
stiff. This type of fibrous union is due 
to an aponeurotic “curtain-like” fold that 
is interposed between fragments. This 
condition is best treated by excision of the 
fold followed by internal fixation with a 
long vitallium screw, a method not suit- 

able if fragments are comminuted or the 





fragment is too small to hold a screw. 
Results in 20 cases are reported; with 
the exception of 1 case with comminu- 
tion, full weight-bearing was possible 
within 6 to 7 weeks, before 6 weeks in 
10 cases; in the case with comminution 
there was full movement at 8 weeks. 


Two Unusual Stress Fractures. Ian D. 
Kitchin and David A. Richmond. Brit. 
M. J. 2:214-15, Aug. 18, 1945. In 1 
case the patient was a woman 64 years 
of age; her work was not hard and had 
not varied for years. The chief symp- 
tom was pain in the upper third of the 
right tibia. Roentgenograms showed the 
typical features of stress fracture. The 
unusual features in this case were: the 
age of the patient, the fact that the pain 
was worse at night, the absence of any 
unusual exertion, and the presence of an 
associated osteoarthritis of both knees. In 
the second case, the patient was a male, 
18 years of age, who developed pain in 
the left knee after a strenuous infantry 
exercise. The lesion in the lower end 
of the femur showed the usual changes 
of stress fracture in the cortex, but more 
extensive subperiosteal changes that at 
first were suggestive of sarcoma. Treat- 
ment by rest in bed resulted in healing of 
the lesion; biopsy previous to complete 
healing showed no evidence of sarcoma. 

Device to Protect the Projecting End of 
Kirschner Wires, Steinmann’s Pin or 
External Fixation Pins. Harold D. Cay- 
lor and Lee Witwer, Bluffton, Ind. 
Am. J. Surg. 70:133, Oct. 1945. The 
apparatus consists of a fiber collar with a 
hole bored through the center of the 
stock. In this hole a screw is inserted 
and run down to impinge on a wire or 
pin and cover its projecting pointed end. 


Anatomical and Functional Reductions of 
Fractures of the Pelvis. F. Walter Car- 
ruthers, Little Rock, Ark. Am. J. Surg. 
69:39-46, July 1945. On the basis of 
66 cases of pelvic fracture of most severe 
types, the author concludes that all over- 
head frames, canvas hammocks, canvas 
strips, Buck’s extension, posterior shells 
and plaster immobilization of the trunk 
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and lower limbs advocated and used in 
the past for this condition should be dis- 
carded. He believes that the Jahss 
method and the method of incorporation 
of the Roger-Anderson well-leg splint 
are sound, logical and meet all the basic 
mechanical requirements needed to re- 
store the pelvis-anatomically. Function- 
al restoration will follow. 

Parachute Fractures. Paul A. Knepper 
(Major, M.C., A.U.S.). Surg., Gynec. 
& Obst. 81:53-55, July 1945. Presents 


45. Dislocations 


REFERENCES TO CURRENT ARTICLES 

Congenital Recurrent Dislocation of Head 
of Radius. Ellis Bindman. Brit. M. J. 
2:354, Sept. 15, 1945. Reports a case 
in a girl 9 years of age in which there 
was recurrent painless dislocation of the 
head of the radius on the right side. It 
could be easily reduced by simple thumb 
pressure. As it caused no disability, op- 
eration was not considered justifiable, 
but it was explained to the mother that 
as the radius grew, dislocation for any 
length of time would result in undue 
lengthening of the bone and probably 
permanent dislocation and limitation of 
movement. In that case excision of the 
head of the radius would be necessary. 
2 references. 1 figure. 


46. Bones 


a review of the type of fractures seen in 
a 6 months’ training period for para- 
troops. Back injuries and head injuries 
occurred but rarely. The typical frac- 
ture, often known as “paratrooper frac- 
ture,” is a fracture of the posterior lip of 
the tibia; it is caused by landing on one 
foot, due to uneven terrain or a high 
wind. The method of treatment of this 
fracture is described, and 4 illustrative 
cases are reported. 3 references. 7 fig- 
ures. 


Operation for Recurrent Subluxation of the 
Temporo-Mandibular Joint. H. N. G. 
Hudson (Squadron Leader, R.A.F.V. 
R.). Brit. M. J. 2:354, Sept. 15, 1945. 
In the case reported, “clicking” of the 
jaw followed removal of teeth and fit- 
ting with dentures; the clicking occurred 
when the patient opened his mouth; 
when he was eating pain also sometimes 
occurred. At operation, the capsule of 
the temporomandibular joint was found 
to be lax; a vertical incision was made 
in the capsule and the cut edges over- 
lapped and sutured so as to tighten it; a 
very small “pleat”’ was also made in the 
capsule to tighten it in the vertical plane. 
Right frontal paralysis followed the op- 
eration, but disappeared 10 weeks later. 
All other symptoms were relieved. 


CHONDROMALACIA OF THE PATELLA 
Epwin F. Cave (Col., M.C., A.U.S.), Carrer R. Rowe (Major, M.C., 
A.U.S.) and Lesrer B. K. Yee (Capt., M.C., A.U.S.) 


Boston, Mass. 
Surg., Gynec. & Obst. 81:446-50, Oct. 1945 


Of 124 consecutive knee arthroto- 
mies for internal derangement there 
were 9 cases (7 per cent) of degenera- 
tion of the articular cartilage of the 


patella. Two cases in civilians are also 
reported. In 9 instances the degener- 
ated area was removed by a sharp ex- 
cision down to bone. In all of these 
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there were cartilaginous bodies lying 
free in the joint which were also re- 
moved. In 3 of the 9 cases some of 
the loose bodies were calcified. In | 
patient the changes were so severe as 
to warrant patellaplasty. In 2 other 
cases with associated recurrent lateral 
slipping of the patella, the tibial tu- 
bercle in each was transplanted 
mesially. In no case was the patella 
completely removed. 


Six patients were returned to full 
military duty. Three patients were 
returned to limited service. Two ci- 
vilians returned to school activities. 


One was entirely relieved by opera- 


tion; the other was definitely im- 
proved in that locking of the knee was 
eliminated, but occasional catching of 
the knee has persisted. The end re- 
sults of therapy cannot be determined 
until a period of years has elapsed. 


PENICILLIN THERAPY IN ACUTE OSTEOMYELITIS 


W. A. ALTEMEIER and J. A. HELMsworTH 
University of Cincinnati College of Medicine and Cincinnati General Hospital, Cincinnati 
Ohio 
Surg., Gynec. & Obst. 81:138-57, Aug. 1945 


During the past 21 months the au- 
thors have observed 34 cases of acute 
hematogenous osteomyelitis treated 
with penicillin. There were 25 cases 
with involvement of the major long 
bones, in some of which the flat bones 
of the pelvis were also involved. 
There were 3 cases with involvement 
of the pelvic bones only, 5 with in- 
volvement of the facial and cranial 
bones, and | of rib involvement. In 
13 cases more than one bone was in- 
volved simultaneously. Thirty of the 
patients were under 30 years of age. 
The infecting organism was deter- 
mined in all but 1 case; hemolytic 
Staphylococcus aureus was found in 
29 cases, gr seen Staphylococcus 
albus in 2, Streptococcus hemolyticus 
and pneumococcus type III in 1 case 
each. In 6 cases the nonhemolytic 
streptococcus was present in the pus 
with the hemolytic Staphylococcus au- 
reus. Positive blood cultures were ob- 
tained in 20 cases, 19 Staphylococcus 
aureus, and 1 pneumococcus type III. 

The administration of penicillin 
was the primary treatment in all these 


cases. The sodium salt of penicillin 
in a solution containing 5,000 units 
per cc. was used in all but 1 case in 
which the calcium salt was employed. 
In 10 cases, the penicillin solution was 
given by continuous intravenous drip, 
in the remainder by interval intrave- 
nous or intramuscular injection. The 
usual interval was 3 hours, but it 
varied from 2 to 4 hours, according to 
the severity of the infection. The dose 
for the interval injections varied be- 
tween 5,000 and 25,000 units; the 
usual dose on beginning treatment was 
15,000 units, but in severe infections 
25,000 units were given every 2 hours 
for the first 5 to 6 injections. For 
continuous intravenous drip, from 
30,000 to 80,000 units in 2,000 cc. 
were given at a rate of 25 to 30 drops 
per minute. The dose was decreased 
when the infection was well con- 
trolled. In several of the earlier cases, 
the total dose did not exceed 500,000 
units, but experience has shown that 
a dosage of 1,500,000 or more units 
given in a period of 2 weeks or more 
is desirable in osteomyelitis. 
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When smal] soft tissue abscesses de- 
veloped, they were aspirated with 
syringe and needle and a solution of 
penicillin (5,000 units per cc.) in- 
stilled, every 2 or more days. In cases 
with large incision and 
drainage were done; in 3 cases dress- 
ings saturated with penicillin were 
employed; in | case penicillin solu- 
tion was instilled. Plaster casts for 
immobilization were used in approxi- 
mately half the cases. 

Only 1 death occurred in this series 
in a severe case complicated by staphy- 
lococcal bacteriemia and pneumonia, 
and not admitted to the hospital until 
14 days after onset of symptoms. The 
mortality rate was undoubtedly di- 
minished by the use of penicillin. In 
cases in which the diagnosis of osteo- 
myelitis was made early and penicillin 
treatment begun promptly, both the 
local bone infection and the general 
infection were promptly controlled, 
and little damage to the bone resulted. 
Immobilization in a plaster cast was 
found to be of comparatively little im- 
portance in obtaining good results in 
these cases. In cases in which diag- 
nosis and treatment were moderately 
delayed, the amount of bony damage 
was increased, but the infection was 
promptly arrested without the aid of 
drainage and with no sequestration. 
When diagnosis and treatment. were 
much delayed,,.7 days or more, there 
was a still greater increase:in bony 
damage, and a tendency to the devel- 
opment of: large abscesses, sequestra, 
and metastatic infections. Even in the 
more favorable cases, there was a peri- 
od of 36 hours or more after penicillin 
was first given before improvement 
became evident. Hence in cases of 
fulminating osteomyelitis in which 
there is danger that the patient may 


abscesses, 


not survive long enough for the full 
effect of penicillin, surgical treatment 
as an emergency measure is necessary 
after adequate preoperative prepara- 
tion. 2 references. 19 figures. 


REFERENCES TO CURRENT ARTICLES 


Intrapelvic Protrusion of the Acetabuli. 
J. C. Thoroughman (Capt., M.C., 
A.U.S.). Am. J. Surg. 69:238-42, 
Aug. 1945. A case presenting the classi- 
cal picture of intrapelvic protrusion of the 
acetabuli is reported. “There were no 

symptoms referable to the hip other than 

knee pain on one side, and physical ex- 
amination and roentgen examination of 
the knees revealed no signs of knee dis- 
order. No osteoarthritic changes else- 
where were demonstrable. Cases of this 
condition have been divided into 3 gen- 
eral categories: (1) deformities follow- 
ing trauma or metastatic processes; (2) 
cases following acute or chronic infec- 
tions; and (3) cases like the present one, 
in which a general disease in early life 
caused a softening of the bones with a 
resulting deformity, the osteo-arthritis 
representing a later stage in the process. 

Brodie’s Abscess: Two Case Reports. 
James W. Downey (Lt., M.C., A.U. 

S.) and Harold E. Simon (Major, M. 
C., A.U.S.). Am. J. Surg. 70:86-94, 
Oct. 1945. Two cases of Brodie’s ab- 
scess are reported and 340 cases re- 
viewed from the literature. ‘Treatment 
consists of surgical intervention with 
complete removal of the abscess wall, 
saucerization of the wound and oblitera- 
tion of the defect. “The local and gen- 
eral use of sulfonamides is beneficial. 
Primary closure of the wound is usually 
preferable to drainage and_ secondary 
closure. In some cases in the presence 
of a draining fistula or when a more 
acute process exists, packing of the 
wound with gauze for varying: periods 
of time with secondary closure may be 
indicated. A cast is applied postopera- 
tively for 2 to 3 weeks. 
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47. Joints 


SPRAINED ANKLES; A NEW FORM OF TREATMENT 
Water Scotr (Lt. Comdr., M.C., U.S.N.) 


U. S. Nav. M. Bull. 45:679-84, Oct. 1945 


It is generally recognized that early 
weight-bearing is indicated in the 
treatment of sprained ankle, provid- 
ing the ankle has adequate support. 
The author has found that the mili- 
tary boot which laces over the ankle 
is a good form of splint, but its effec- 
tiveness is increased if felt pads are 
applied inside the boot so that the cen- 
ter of the pad corresponds to the “cen- 
ter” of the malleolus; a slip of the 
felt is also applied to the tongue. of 
the shoe. When the pads have been 
applied, the patient wears the boot 
laced tightly; he is first ordered to 
walk 500 yards and back. The first 
steps are painful but the patient often 
returns from the first walk with the 
pain relieved. Most patients can be 
sent to light duty for 48 hours and 
then to full duty, wearing the boot 
with the pads for at least 21 days. 
Only about 20 per cent of the men so 
treated return because of symptoms, 
and in many of these cases it 1s found 
that the boot has not been laced tight- 
ly enough. 2 references. 1 table. 7 
figures. 


REFERENCES TO CURRENT ARTICLES 


Congenital Discoid Internal Cartilage. F. 
C. Dwyer and C. Taylor, Liverpool, 
England. Brit. M. J. 2:287, Sept. 1, 
1945. Congenital abnormalities—com- 
plete or partial disk of the external car- 
tillage —are relatively common; they 
usually cause symptoms in adolescence. 
In the case reported, the knee joint had 
never troubled the patient until the age 
of 29 years, when he had been in the 


Army nearly 4 years. ‘Then the left 
knee joint suddenly gave way; this oc- 
curred repeatedly until the joint became 
fixed in a semi-flexed position. A back 
splint was applied for 4 weeks, but walk- 
ing was painful after its removal. At op- 
eration the upper articular surface of the 
tibia was found to be covered by an ir- 
regular fibrocartilaginous disk, which 
was removed with some difficulty. The 
patient made a good recovery with full 
function of the knee joint. ‘The authors 
note that they have found’ no report of 
any other case of a disk formation affect- 
ing the internal cartilage. 1 figure. 

A Technique of Drilling the Glenoid in 
Bankart’s Operation for Recurrent Dis- 
location of the Shoulder. P. B. Mo- 
roney (Surg. Comdr., R.N.V.R.). Brit. 
M. J. 2:122, July 28, 1945. Reports 
11 cases of recurrent dislocation of the 
shoulder in which Bankart’s operation 
was employed; the “critical” part of this 
operation is the formation of 2 pairs of 
short narrow canals in the bone margin 
and the introduction of 2 mattress su- 
tures through them. For this part of the 
operation the author has devised a 
notched drill and pigtail-shaped guides, 
the later are easily made from Kirschner 
wire. This apparatus was used in 7 re- 
cent cases with good results. 

Correction of Cicatricial Contractures of 
Axilla, Elbow Joint and Knee. Hans 
May, Philadelphia, Pa. S$. Clin. North 
America, Nationwide No.:1229-41, 
Oct. 1945. Several methods for cor- 
recting contractures of axilla, elbow joint 
and knee are described. The Z opera- 
tion is the method of choice to break up 
webbing scars. Contractures due to 
broad, dense scars are repaired by incis- 
ing or excising the scar, reduction of the 
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contracture and covering the resulting 
defect with a skin graft, or less often, 
with a flap. Contractures from old, 


48. Tendons 


contracted, extensive, thick burn scars 
are corrected by relaxation incisions and 
skin grafting. 


THE USE OF SKIN FLAPS IN THE REPAIR OF SCARRED OR 
ULCERATIVE DEFECTS OVER BONE AND TENDONS 


Eart C. Papcerr and Jonn H. Gaskins 
Kansas City, Mo. 
Surgery 18:287-98, Sept. 1945 


A skin flap can be transplanted to 
the opposite leg, ankle, or foot from 
the calf or thigh region and the re- 
sultant aseptic denuded base can be 
covered by a skin graft at the first op- 
eration. In traumatic amputations ex- 
posing bone without sufficient soft tis- 
sue for coverage, one may pad the end 
or side of the bone with a skin flap to 
maintain the length or lateral pad- 
ding, especially for the hand and fin- 
gers and for reconstruction of a thumb 
with bone graft. Exposure of tendons 
in the hand, fingers, or foot or expo- 
sure of a joint demands immediate 
coverage by means of a skin flap. In 
severe burns of the hands and fingers, 
a skin flap may be preferable to a skin 
graft. Usually, however, the demand 
is for the thinner coverage of the skin 
graft. A skin flap is indicated when 
there is loss of the deeper structures 
including muscle, nerve, and bone, 
and if subsequent reparative opera- 
tions are planned. Skin flaps are also 
recommended if ulceration persists 
over large tendons or over bone. In 
skin flaps over the heel and the first 
metatarsophalangeal joint, great care 
is necessary for months until a nerve 
supply is developed. In excessively 
irradiated areas with resulting ulcera- 
tion and pain, in particular when the 


base is fibrous, a skin graft may not 
take, but after proper excision a skin 
flap will usually become attached. 
The authors present an analysis of 
97 cases including 5 skull flaps, 27 
finger, hand and arm flaps, 2 body 
flaps, 13 thigh flaps, 49 leg calf flaps 
and 3 plantar defects. The cutting 
and fixation of the flap are described 
in detail. 11 references. 10 figures. 


REFERENCES TO CURRENT ARTICLES 


Benign Capillary Hemangioma of the Digi- 
tal Flexor Tendon Sheath. George V. 
Webster (Lt. Comdr., M.C., US. 
N.R.) and Charles F. Geschickter (Lt. 
Comdr., M.C., U.S.N.R.). Ann. 
Surg. 122:444-48, Sept. 1945. Of the 
25 cases of hemangioma of the tendon 
sheaths collected by Harkins, only 4 in- 
volved the fingers. Morton described a 
case of fibrohemangioma of the tendon 
sheath of the wrist in which the tumor 
resembled that reported in the present 
case, which involved the flexor tendon 
sheath of the left index finger. There 
was a slightly tender swelling at the base 
of this finger on its volar surface. Since 
no clue as to the etiology of the lesion 
could be obtained an exploratory opera- 
tion was performed, revealing a tumor 
resembling xanthoma of tendon-sheath 
origin. Examination of the removed 
specimen revealed a benign capillary 
hemangioma of the tendon sheath. 
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49. Amputations 


INTERSCAPULOTHORACIC DISARTICULATION 
OF THE ARM 


Jacos K. BeERMaAn 


Indianapolis, Ind. 
Surgery 18:256-66, Aug. 1945 


Interscapulothoracic disarticulation 
denotes removal of the entire arm and 
shoulder including the scapula, the 
outer two-thirds of the clavicle, and 
all attached muscles and fasciae. This 
operation has been performed on 381 
patients to date. The author reports 
5 further cases with no deaths. Inter- 
scapulothoracic disarticulation is indi- 
cated in the following conditions: A. 
Soft tissues: (1) Carcinomas of the 
hand, forearm or arm with metastases 
to the axilla; (2) proved carcinomas 
of the arm involving the humerus, 
shoulder joint, or shoulder muscles; 
(3) axillary tumors adherent to the 
vessels and nerves, which cannot be 
excised locally; (4) extensive irrepar- 
able trauma; (5) large ulcerating, in- 
fected, and painful axillary growths 
even though metastases are present; 
B. Bone: (1) sarcomas of the humer- 
us, clavicle or scapula; (2) some cases 
of sarcoma of the forearm. By using 
this procedure as the treatment of 
choice in the beginning, its curative 
possibilities would be greatly in- 
creased. 

The merits of the operation are dis- 
cussed. The technic used was essen- 
tially that of Berger with slight modi- 
fications. Possible complications and 
sequelae include hemorrhage, shock 
and “phantom limb.” A summary of 
the cases is given in a table. It seems 
clear that this operation may be safely 





done at any age. Better results were 
obtained in soft tissue growths than 
in bone lesions. In the series here 
presented symptoms had been present 
from 11 months to 3 years, with an 
average duration of 15%4 months. 
Biopsies were taken before operation 
in all cases. In 4 cases there were | or 
more attempts at local extirpation. 
Lymph nodes with metastases were 
present in the 2 cases of squamous-cell 
carcinoma. Metastases could not be 
demonstrated by x-ray in the cases of 
sarcoma at the time of operation. Pre- 
operative x-ray therapy was employed 
in 4 patients and postoperative x-ray 
therapy in | case. The 2 surviving 
patients had preoperative x-ray ther- 
apy only. It may lessen the incidence 
of metastasis and local recurrence. In 
radiosensitive or infected growths it 
may reduce their size, thus permitting 
complete extirpation. There were no 
local recurrences. Three deaths oc- 
curred from internal metastases in pa- 
tients with sarcoma. The surviving 
patients are 2 men with squamous- 
cell carcinoma of the hand and axil- 
lary node metastasis. One, aged 67 
years, is alive and apparently well 19 
months after operation; the other, 
aged 74 years, is alive and well 18 
months following operation. In cases 
usually believed hopeless this opera- 
tion offers a chance for cure. 3 refer- 
ences. 11 figures. 
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50. Traumatic Surgery 


See Index for Related Articles 


51. Burns 


PRACTICAL ASPECTS OF THE TREATMENT OF BURNS 


SIGMUND A. SIEGEL, LEONARD V. Marrone and DonALp GorDON 


New York, N.Y. 


Utica, N. Y. 


New York, N. Y. 


Surgery 18:298-305, Sept. 1945 


Many of the burn victims from the 
Beekman Hospital Ambulance Dis- 
trict (downtown Manhattan) lack fa- 
cilities for simple cleanliness and thus 
are exposed to gross contamination, to 
which are commonly added malnutri- 
tion and alcoholism with vitamin defi- 
ciencies. Burned areas are immediate- 
ly covered with sterile dressings. In 
extensive burns the ambulance atten- 
dants cover the victim quickly with 1 
or 2 sterile sheets before covering him 
with the ambulance blanket. The du- 
ties of the surgical staff and charge 
nurse on the floor are specified. Pro- 
cedure following preliminary prepara- 
tion depends on the extent and depth 
of the burn, as well as the tempera- 
ture outside. In cold weather petro- 
latum poultices with supporting pads 


may be used freely. In hot weather 
the dressings are reduced to a mini- 
mum with petrolatum poultices only 
to the third degree lesions. The pa- 
tient is placed on a sterile sheet under 
a tent arranged for controlling the in- 
side temperature, to which is added a 
fly net. The “burn cart” conceived by 
one of the authors is described. A 
general discussion follows on preven- 
tion and treatment: of shock, plasma 
replacement, and intravenous fluid ad- 
ministration, and other problems of 
burn therapy. Sulfonamide drugs are 
used locally and orally to combat in- 
fection. 

| Meleney reports little or no alteration 


in the incidence of infection in burns from 
use of general or local sulfonamide.—Eb. | 


THE RATIONALE OF WHOLE BLOOD THERAPY IN SEVERE 
BURNS: A CLINICAL STUDY 


Everetr Ipris Evans and I. A. BicGcEer 


Richmond, Va. 
Ann. Surg. 122:693-705, Oct. 1945 


In severely burned patients, blood 
volume determinations soon after in- 
jury indicate a decrease in total cir- 
culating red cell mass, which may be 
responsible for the “masked anemia” 
appearing in the post-shock period in 
Whole blood infusions 


many cases. 


were administered for burn shock in 
32 severely burned patients. Whole 
blood can apparently be given safely 
to burn patients with hemoconcentra- 
tion. Secondary anemia is regularly 
avoided if adequate amounts of whole 
blood are given initially. 
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The burn patient should be induced 
to take fluids and food (especially 
protein) orally, so that it is not nec- 
essary to give large amounts of fluid 
intravenously. Burn patients treated 
with whole blood showed less “tox- 
emia’”’ than patients treated with plas- 
ma or gelatin. No known treatment 
will convert a full-thickness burn into 
one that heals properly without graft- 
ing. There are, however, several fac- 
tors that may promote or retard epi- 
thelial growth. If in a burned area 
viable epithelial cells are left at the 


base of the hair follicles or sweat 
glands, healing may take place by out- 
growth from these “hidden islands” 
if (1) the dressing is not disturbed for 
long periods of time, (2) infection 
does not supervene, and (3) proper 
nourishment is available to promote 
rapid growth in the residual epithelial 
cells. In this series of 32 patients with 
29 survivals, there was no instance of 
thrombophlebitis or pulmonary embo- 
lus. Five cases are reported in detail. 
10 references. 9 figures. 


METABOLIC ALTERATIONS FOLLOWING THERMAL BURNS. 
V. THE USE OF WHOLE BLOOD AND AN ELECTROLYTE 
SOLUTION IN THE TREATMENT OF BURNED 
PATIENTS 


WituimaM E. Assorr, Marruew A. PILLinc, Grace E. GrirFin, 
JouHn W. HirsHFELD and Frrepa L. MEYER 
Detroit, Mich. 





Ann. Surg. 122:678-92, Oct. 1945 


A group of patients treated with 
plasma is compared with another 
group receiving whole blood intra- 
venously and an electrolyte solution 
orally. Blood changes and changes in 
water and salt elimination are dis- 
cussed. It is concluded that early ad- 
ministration of whole blood ‘intrave- 
nously plus an electrolyte orally is a 
satisfactory method of combating 
shock in burned patients and that such 
treatment will likewise relieve anemia 
frequently observed during convales- 
cence. 


It is emphasized that the hemato- 
crit should not be employed as a guide 
for the quantity and nature of fluid to 
be administered. If the hematocrit 
rises to 60 or more, it is suggested that 
plasma or a concentrated albumin so- 
lution be substituted for whole blood. 
Where patients have been taking 
fluids orally without disturbance and 
then vomit after 2 to 5 hours, intra- 
venous administration of the electro- 
lyte solution is recommended as a 
temporary procedure. 


CLEANSING OF OIL-COVERED SKIN AND BURNS 


Louis SCHWARTz and Howarp § 


. Mason 


Bethesda, Md. 
Arch. Surg. 51:55-58, July-Aug. 1945 


An attempt was made to determine 
which surface-active agents and in 





what form would serve best for re- 
moval of heavy oils and tar from in- 
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tact and damaged skin. Hundreds of 
agents alone or in combination with 
both light and heavy liquid petrola- 
tum were tested, using heavy and 
light fuel oils for the tests. Three 
mixtures of surface-active agents re- 
moved heavy fuel oil without appar- 
ent mechanical action in three 15- 
minute applications on surgical gauze 
but showed poor detergency. Dhiocty! 
sodium sulfosuccinate (Aerosol OT) 
in 10 per cent light liquid petrolatum 
solution removed the oil and had good 
detergency as well. The solution is 
prepared by heating a stirred mixture 
of solid Aerosol OT with light liquid 
petrolatum to 95 to 100° C. The mix- 
ture has also been found of use in re- 
moving scales of psoriasis and sebor- 
rhea from the skin and scalp, and is 
suggested as a vehicle for drugs such 
as dihydroxyanthranol and chrysaro- 
bin. 

{Not all agree that skin cleansing is of 
value in burns. Some believe it is harmful. 
Furthermore, in most cases oil already pres- 
ent on burned skin does little harm.—Eb. | 


REFERENCES TO CURRENT ARTICLES 


Metabolic Alterations Following Thermal 
Burns. II. Changes in the Plasma Vol- 
ume and Plasma Protein in the Conva- 
lescent Phase. William E. Abbott, John 
W. Hirshfeld and Frieda L. Meyer, De- 
troit, Mich. Surg., Gynec. & Obst. 81: 
25-30, July 1945. In experiments on dogs 
that had been burned, but had recovered 
completely from the immediate shock 
phase, it was found that there was a defi- 
nite rise in plasma volume above the nor- 
mal during the convalescent phase. Be- 
cause of this rise in plasma volume and 
in “available (thiocyanate) fluid” vol- 
ume per kg. of body weight, it seems ad- 
visable to give large amounts of fluid 
during the postshock period. In_ this 
period there was also a marked increase 
in total circulating plasma proteins, al- 
though the nitrogen balance was nega- 


—— 


tive for 2 or 3 weeks; a definite anemia 
was present, because of a decrease in the 
circulating red cell mass. 35 references, 
1 table. 


Treatment of Burns; a Plea for Simplicity. 
C. W. Flemming (Air Commodore, 
Consultant in Surgery, R.A.F.). Brit. 
M. J. 2:314-16, Sept. 8, 1945. A case 
of burns should be dealt with as any other 
trauma, with an analysis of the symp- 
toms and signs in each case. On this ba- 
sis the surgeon will vary his technic of 
treatment from case to case, as in any 
other branch of surgery. 


Grafting for Burns of the Eye. Editorial. 
Brit. M. J. 2:190, Aug. 11, 1945. 
Presents a review of the literature show- 
ing the value of grafting for burns of the 
eye involving severe injury to the con- 
junctiva. Autogenous conjunctiva is 
probably the best for this purpose, but if 
this is not available, buccal mucous mem- 
brane is the next best. Grafts of this 
kind give the best chance for a useful 
eye after severe burns, and improve the 
results in less severe cases. 5 references. 


Skin Grafting in Moribund Burned Pa- 
tients. Lester W. Eisenstodt, Newark, 
N. J. Am. J. Surg. 69:168-76, Aug. 
1945. Extensive free grafting was suc- 
cessful in a severely burned patient mori- 
bund from toxemia, anemia, and hypo- 
proteinemia, although the hemoglobin 
was below 5S() per cent and the plasma 
protein level at five. A rapid, efficient, 
and nonshocking method for resurfac- 
ing extensive flat raw surfaces is de- 
scribed, using thin split-thickness derma- 
tome squares in checkerboard fashion. 
These grafts will take in moribund pa- 
tients with the hemoglobin as low as 30 
per cent and the plasma protein level as 
low as 5 in the presence of infection. A 
minimum quantity of skin is required for 
these grafts, which can be cut more 
quickly and take better than pinch grafts. 

First-Aid Treatment of Phosphorus Burns. 
W. McCartan and E. Fecitt. Brit. M. 
J. 2:316-18, Sept. 8, 1945. Describes 
the preparation of a copper-soap com- 
pound using copper sulfate solution and 
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sapo mollis; the compound contains 4 
per cent copper salt; it is viscous and 
compact and easily transported. In ani- 
mal experiments it was found that phos- 
phorus burns treated with this compound 
healed more rapidly than similar burns 
treated by other methods. ‘This mixture 
may be used for the continued treatment 
of the burn, as well as for first-aid treat- 
ment. For this purpose, the authors ad- 
vise that it be combined with sodium bi- 
carbonate solution. 

Chlorophyll and Adrenal Cortical Extract 
in the Local Treatment of Burns. G. H. 
Collings, Jr., Bethlehem Steel Co., Spar- 
rows Point, Md. Am. J. Surg. 70:58- 
63, Oct. 1945. In this plant Bismuth 


chlorophyll adrenal ointment has been 


52. Shock 


successfully used in treatment of burns. 
A bismuth ointment containing bismuth 
subnitrate 33.5 gr., paraffin 44.5 gr., 
and yellow petrolatum 359.5 gr. to the 
ounce is controlled in consistency by the 
addition of 200 gr. of yellow petrolatum 
to the ounce. To this Bi ointment is 
added 1 per cent of chlorophyll by 
weight; the mixture after being auto- 
claved and cooled may be stored for long 
periods of time. Adrenal cortical ex- 
tract is added to the extent of 2% per 
cent by weight and the mixture is stirred 
until homogenized. No beneficial ef- 
fects were observed on first degree burns 
but all other burns healed more rapidly 
than when treated with Bi chlorophyll 
ointment. 


OBSERVATIONS ON THE SEVERELY WOUNDED IN FOR- 
WARD FIELD HOSPITALS WITH SPECIAL REFER- 
ENCE TO WOUND SHOCK 


Joun D. Srewarr (Lt. Col., M.C., A.U.S.) and Frank WaRNER 
(Capt., M.C., A.U.S.) 
Ann, Surg. 122:129-44, Aug. 1945 


Clinical and biochemical studies 
were made on 100 wounded from the 
ground force, and 14 wounded in air 
combat; all were selected cases with 
severe wounds from high explosive 
missiles. The study was begun on ad- 
mission of the patients to a forward 
hospital within a few hours after the 
wound was received, and continued 
for 1 or 2 weeks. All of the patients 
were practically untreated at the time 
of admission, except for splinting and 
bandaging, and administration of 
morphine and tetanus toxoid in for- 
ward aid stations; in a number of in- 
stances, but not in all cases, sulfona- 
mides had been used locally and given 
by mouth. Only in rare instances had 
any plasma been given. In spite of 








the severity of the wounds, there were 
only 19 deaths in the entire series of 
114 cases. 

Traumatic shock was present in all 
of these cases at the time of admis- 
sion. Reduction in blood volume was 
the most characteristic finding. In- 
crease in red cell hematocrit or plasma 
protein, indicating hemoconcentration, 
was found only in patients with burns 
or with clostridial infection. In spite 
of restorative treatment, anemia and 
hypoproteinemia were usually present 
during convalescence; dehydration 
and azotemia were commonly ob- 
served in early convalescence. It was 
often noted that administration of 
plasma and whole blood did not im- 
mediately produce quantitative im- 








374 





QUARTERLY REVIEW OF SURGERY 





provement in blood volume and in 
plasma protein and hemoglobin con- 
centration. The explanation for this 
is that “the depleted storehouses” for 
plasma protein and hemoglobin have 
a high priority during such restorative 
therapy. No evidence of overdosage 
of whole blood or plasma was noted 
in these cases. 

In fulminating clostridial myositis 


with edema, the plasma protein and 
blood volume fell rapidly, while the 
red cell hematocrit did not fall and in 
some cases increased. Urinalyses in- 
dicated that if acidosis was present, the 
base-deficiency was of mild degree; 
the administration of sodium bicar- 
bonate for the first 2 days after 
wounding corrected this. 8 refer- 
ences. 29 tables. 


KARLY EFFECTS ON DOGS OF SECTION OF THE EIGHTH 
CERVICAL SEGMENT OF THE SPINAL CORD AND 
THEIR BEARING ON SHOCK 


Dauvas B. PHEMIsTER, LILLIAN EICHELBERGER and Cart L. Lagsrar 
University of Chicago School of Medicine, Chicago, Hl. 
Arch. Surg. 51:32-41, July-Aug. 1945 


The term spinal shock has been ap- 
plied to the condition produced by sec- 
tion of the 8th cervical segment. of the 
spinal cord. This is characterized by 
vasomotor paralysis and by motor and 
sensory paralysis distal-to the level of 
section. There is a brief initial rise-in 
blood pressure followed by a marked 
fall, slowing of the pulse and respira- 
tion, fall of body temperature and de- 
pression or stupor of varying degree. 
In the authors’ experiments on dogs 
these typical symptoms of spinal shock 
were produced by section of the spinal 
cord at the 8th cervical vertebra. 

The animals were divided into 2 
groups. The animals of the first group 
were kept in a dorsal position on the 
operating table and food and fluids 
were withheld. The animals of the 
second group were given adequate 
nursing care, food and fluids. Both 
groups showed the fall in blood pres- 
sure and general depression character- 
istic of spinal shock in the first 6 to 12 
hours after section of the cord. Dur- 
ing this acute stage of vasodepression, 
there was a reduction in red cells, 


hemoglobin and. red cell volume; 
studies in some of the animals also 
indicated slight reduction in blood 
volume. There was a significant re- 
duction in the serum protein and in 
the oxygen and carbon dioxide con- 
tent of the blood. In the group of 
animals given food and fluids, the 
blood pressure remained at the upper 
limits of shock level for 4 to 6 days 
and then gradually rose; the general 
depression also improved gradually. 
Surgical shock did not develop. » In 
the group of animals not given food 
and fluids, the blood pressure fell to 
very low levels, the general depres- 
sion increased, and the animals re- 
mained in a state of shock until death. 

Both groups of animals were more 
resistant to the low blood pressure 
than has been found to be the case 
when the blood pressure was reduced 
to equally low levels by hemorrhage 
or by local loss of fluid due to injury. 
These observations indicate that re- 
duction of blood pressure due to ex- 
clusion of vasomotor activity results in 
less impairment of the circulation and 
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less tendency to shock than an equally 
low blood pressure due to hemorrhage 
or local loss of fluid. They also indi- 
cate the value of the administration of 


adequate water, electrolytes and food 
in cases of spinal cord injury that in- 
volves damage to vasoconstrictor ac- 
tivity. 7 references. 10 tables. 


HEMODYNAMIC AND BIOCHEMICAL CHANGES IN DOGS 
SUBJECTED TO SECTION OF THE SPINAL CORD: 
CHANGES IN DOGS SURVIVING OPERATION 
FOR PROTRACTED PERIODS 


LILLIAN EICHELBERGER, Car H. LAgsrar and DALLAs B. PHEMISTER 


Chicago, II. 
Arch. Surg. 51:42-50, July-Aug. 1945 


In 5 dogs surviving section of the 
spinal cord at the eighth cervical seg- 
ment for varying periods, blood pres- 
sure fell immediately after section of 
the cord to 60 to 80 mm. Hg where it 
remained for 4 to 6 days without caus- 
ing circulatory failure. It then slow- 
ly ascended to 90 to 100 mm. Hg 
during the next 2 weeks and to 120 
mm. Hg in 6 weeks. In one dog the 
pressure had returned to the preoper- 
ative level by the seventeenth week. 
During the recovery period, 1.e., from 
the fourth postoperative day until 
restoration of preoperative blood pres- 
sure, the blood of 3 dogs showed a 
slight hemodilution, significant in- 
crease in serum potassium as long as 
the oxygen content of the blood re- 


mained low, and marked decrease in 
cell volume (hematocrit), cell count 
and oxygen content of the blood for 
3 to 4 weeks following operation. Im- 
provement in anemia and anoxemia 
occurred simultaneously with rise in 
the blood pressure. 

An explanation is suggested for the 
blood changes under conditions of 
paralysis due to section of the cord at 
the eighth cervical segment and pro- 
longed lowering of blood pressure, 
but further studies are needed. It is 
concluded that such findings in clinical 
cases of high injury to the spinal cord 
would indicate medicinal treatment 
and transfusions for restoration of the 


blood. 


TRAUMATIC SHOCK INCURABLE BY VOLUME REPLACE- 
MENT THERAPY: A SUMMARY OF FURTHER STUDIES 
INCLUDING OBSERVATIONS ON THE HEMODY- 
NAMICS, INTERMEDIARY METABOLISM AND 
THERAPEUTICS OF SHOCK 


Jacos Fine, Howarp A. FRANK and ARNOLD M. SELIGMAN 


Boston, Mass. 
Ann. Surg. 122:652-62, Oct. 1945 


In continuation of their previous 
studies on shock, the authors present 
their conclusions based on (1) a study 


of the altered hemodynamics due to 
viscosity changes; (2) an evaluation 
of present treatment applied only to 
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the irreversible stage of shock; (3) 
an investigation of certain phases of 
the intermediary metabolism in 
shock; and (4) a study of the results 
of viviperfusion of the liver during 
shock. 


Experiments indicate that the ther- 
apeutic problem consists of restoration 
of normal velocity and volume flow 
through the capillaries, before irre- 
versibility to transfusion develops. 


53. Transfusions 


Regarding the intermediary metabol- 
ism in shock, the increased concentra- 
tion of metabolites in the blood is be- 
lieved to represent an adjustment of 
metabolic reactions at a new level. 
Finally, from their experiments on 
viviperfusion of the liver in dogs in 
hemorrhagic shock, the authors con- 
clude that irreversibility to transfusion 
in shock can be prevented by prevent- 
ing liver damage. Further investiga- 
tion is needed. 


COMPLICATIONS OF INTRAOSSEOUS THERAPY 


Leanpro M. Tocantins and JAMEs F. O’ NEILL 


Philadelphia, Pa. 


Winston-Salem, N. C. 


Ann. Surg. 122:266-77, Aug. 1945 


Following a review of the litera- 
ture, the authors emphasize that dan- 
gers of intraosseous therapy include 
the risks associated with parenteral 
therapy of any kind as well as those 
peculiar to intraosseous therapy per se. 
From their experience in more than 
400 intraosseous infusions, the authors 
conclude that under proper indica- 
tions, in experienced hands, and with 
observation of the known contraindi- 
cations, this method carries no greater 
risk than other forms of parenteral 
therapy. Ignorance of anatomic de- 
tails as a source of complication is dis- 
cussed with descriptions of the ster- 
num, tibia and femur in infants and 
of the sternum in adults. The man- 
ner of inserting the needle in each is 


described. Repeated attempt at ster- 
nal puncture should not be made 
within 12 hours following an initial 
unsuccessful attempt. Nor should an 
attempt be made to infuse through a 
needle which has been partially with- 
drawn after initial failure to aspirate 
marrow. If reinsertion of the needle 
is necessary soon after a first attempt, 
the needle should be inserted into a 
different portion of the sternum. 
Dangers of leakage of the infused 
fluid from a long-bevelled needle, 
from a loose or a dislodged needle are 
mentioned. Improper position or di- 
rection of the needle must be avoided. 
Faulty technic may lead to leakage of 
fluid into the pleural, pericardial or 
mediastinal cavities. 
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COMPLICATIONS OF BLOOD TRANSFUSION 


Joun J. McGraw, Jr. (Major, M.C., A.U.S.) Exits K. Vaupex (Capt., M.C., 
A.U.S.), JoHN REICHEL, JR. (Capt., M.C., A.U.S.) and 
Joun Exvviorr (Capt., $.C., A.U.S.) 
Washington, D. C. 
S. Clin. North America, Nationwide No.:1042-56, Oct. 1945 


The complications of whole blood 
trahsfusion may be outlined as fol- 
lows: 

I. Immediate untoward reactions 
A. Hemolytic 

1. Intravascular hemolysis of in- 
compatible donor cells 
a. Intergroup (ABO) 
b. Intragroup (Rh) 

2. Intravascular hemolysis of re- 
cipient’s cells 

3. Intravascular hemolysis of com- 
patible donor cells 

4. Transfusion of hemolyzed blood 

B. Pyrogenic 

C. Allergic 

D. Circulatory overload 

E. Embolic 
II. Transmission of disease 

A. Infectious hepatitis 

B. Malaria 

C. Syphilis 

D. Other diseases 

The hemolytic reaction resulting 
from transfusion of incompatible cells 
is Most important because it often re- 
sults in a death. The pyrogenic re- 
action occurs frequently and although 
rarely fatal may be dangerous in de- 
bilitated patients. The methods of 
prevention consist in most scrupulous 
technics of blood grouping and cross- 


matching with due regard to the pos- 


sibility of Rh immunization. When 
the donor supply is plentiful, Group 
O blood should be used for all recipi- 
ents with certain precautions. The 
most common errors in blood group- 
ing are: incorrectly labeling the speci- 
men tubes, use of weak serum, use of 
contaminated serum, use of inadequate 


quantities of the serum, use of too 
light cell suspension, use of too heavy 
cell suspension, reading the results too 
soon, relying upon macroscopic ex- 
aminations, and use of old cell suspen- 
sion. The most common errors in the 
cross-matching test include the above 
plus failure to recognize hemolysis. 

Ultimate blood grouping errors 
will be greatly reduced if each test, 
performed by mixing the unknown 
cells with anti-A and anti-B serum, ts 
confirmed by identifying the agglu- 
tinins in the unknown serum. 

Intravascular hemolysis of the re- 
cipient’s cells may be produced by 
intravenous administration of distilled 
water, or in A, B or AB recipients by 
plasma or Group O blood which con- 
tains excessively high titer anti-A or 
anti-B agglutinins. Jn vivo hemoly- 
sis of compatible donor cells may oc- 
cur when the transfused blood has 
been stored too long or at too high a 
temperature. Transfusion of hemo- 
lyzed blood may or may not produce 
severe reactions. There are insuff- 
cient data available on the subject but 
cases of fatal anuria have been re- 
ported resulting from such transfu- 
sions. 

The common errors in the prepara- 
tion of pyrogenic recipient sets are: 
insufficient cleaning of the rubber 
tubing and/or glass and metal parts; 
delay in cleaning sets so that large 
amounts of pyrogen develop which 
may not be removed by the method 
used for cleaning sets; rinsing with 
supposedly pyrogen-free water which 
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has become contaminated; and allow- 
ing properly cleaned and rinsed sets 
to stand for longer than 4 hours be- 
fore sterilization. 

Directions for cleaning and steriliz- 
ing donor and recipient sets are listed. 
Allergic manifestations during or fol- 
lowing transfusion of whole blood, 
plasma, and even human serum albu- 
min are due to a response on the part 
of the recipient to allergens contained 
in the blood of the donor. It is wise, 
when practical, to use fasting donors. 
Individuals suffering from major al- 
lergies should not be used as donors. 

Blood may be transfused very rap- 
idly in cases of severe blood loss. In 
patients not in shock, it is best to start 
the infusion at a rate of about 5 cc. 
per minute for the first 20 minutes 
and then increase the rate so that pro- 
cedure may be finished in about 45 
minutes. Hemolytic reactions may 
then be detected before more than 100 
to 200 cc. of blood have been given 
and the transfusion may be termi 
nated. 


Edema of the lungs may follow 
rapid infusion of large volumes of 
blood, plasma and crystalloid solu- 
tions. Special care is needed in elder- 
ly patients, and in patients with renal 
damage. Unless the blood and plasma 
are filtered before administration, un- 
toward reactions may occur. Air em- 
boli, which may produce fatal results, 
result frequently when blood is forced 
in under pressure. Pressure must not 
be used unless a responsible person is 
in constant attendance, and must be 
released as soon as the bottle of blood 
is nearly empty. No person who has 
had infectious hepatitis should be used 
as a blood donor, nor a person who has 
had malaria; persons having a history 
of genital sores or discharges within 
6 months, or who have or have had 
syphilis, should not be used as donors. 
Other diseases which may be trans- 
mitted include relapsing fever, rat- 
bite fever, most of the virus and rick- 
ettsial diseases, and many bacterial 
diseases. 11 references. 


REACTIONS (PALE-OUTS) IN BLOOD DONORS 


Ceci M. ZuKERMAN (Capt., M.C., A.U.S.) 
]. lowa M. Soc. 35:428-33, Nov. 1945 


The author presents a study of 10,- 
506 donors (6,762 females, 3,744 
males). Reactions were observed in 
659, or 6.26 per cent. The number 
of convulsions which occurred was 24, 
or 0.3 per-cent of the reactions. Few 
donors actually lose consciousness. 
The term “pale-out,” or reaction, 
might better describe the vasomotor 
phenomenon. The “pale-out,” or re- 
action, occurred even in the recum- 
bent position. Important predispos- 
ing. factors included: first donation, 
fainting related or unrelated to blood 


donation, and apprehension. The phe- 
nomenon is believed to be psychoso- 
matic. The reactions are due to a 
temporary fall in blood pressure. Re- 
covery occurs as a rule without medi- 
cation. Early movement of the donor 
appeared to shorten the recovery peri- 
od. Suggested preventive measures 
include proper selection and reassur- 
ance of donors. 


REFERENCES TO CURRENT ARTICLES 


Estimation of Serum Proteins. Hans Hoch 
and John Marrack, London, England. 
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Brit. M. J. 2:151-53, Aug. 4, 1945. 
The copper sulfate method recently de- 
scribed by Phillips, van Slyke, et al., for 
measuring the specific gravity of the 
serum can be used for estimation of 
serum proteins with satisfactory and con- 
sistent results. “The equation employed 
is P = 364 (S. — 1.006), where P is 
serum protein al S is specific gravity. 
If the Kjeldahl method is used for de- 
termination of serum protein, selenium 
dioxide should be used as a catalyst, and 
digestion should be continued for at least 
| hour and preferably for 3 hours. 

Hypersensitivity to ‘“Transfused Blood. 
Sheila Callander, R. R. Race and Z. 
V. Paykoc. Brit. M. iA 2 :83- 84, July 
21, 1945. Reports a study of a patient 
receiving multiple transfusions because 
of anemia complicating lupus erythema- 
tosus diffusus. The patient’s red cells are 
Group O, M, P, RhiRhi; a number of 
antibodies have appeared in her serum as 
a result of the transfusions. This patient 
must be regarded as specially sensitive to 
antigenic differences; this suggests the 
number of red cell antigens that may be 
found in the future. 

The Prevention of Transfusion Reactions. 
Hollis K. Russell (Comdr., M.C., 
U.S.N.R.) U.S. Nav. M. Bull. 45:725- 
28, Oct. 1945. At an advance South 
Pacific fleet hospital, 400 consecutive 
blood transfusions were given without a 
serious reaction. There were 4 mild 
and 1 moderately severe anaphylactic re- 
actions. Chances of transfusion reactions 


54. Wounds 


were increased in 84 patients given mul- 
tiple transfusions. Blood grouping was 
performed on both donor and recipient 
and cross-matching was done in every 
instance with the modified Landsteiner- 
Levine method, which indicates all types 
of incompatibility, including Rh. Six in- 
compatibilities apparently due to Rh were 
found in cross-matching for multiple 
transfusions; in 4 instances the transfu- 
sion was not definitely essential and was 
omitted. In 2 cases, 12 and 18 cross- 
matchings respectively were done before 
a compatible donor was found. 1 table. 


The Hazard of Transfusion Malaria After 


the War. A. Daniel Rubinstein, Maurice 
H. Shulman and Dudley Merrill. New 
England J. Med. 233:234-37, Aug. 23, 
1945. ‘Twelve cases of post-transfusion 
malaria have been reported in Massa- 
chusetts since 1929; of these 9: were 
quartan infection. Ten of the donors 
have lived in an area where malaria is 
endemic. Attempts to demonstrate ma- 
larial parasites in the blood were made 
in 7 cases, but findings were positive in 
only 2 cases; in 3 cases splenic massage 
and administration of adrenalin failed to 
show parasites in the blood. It is evident 
that in a nonendemic area, the problem 
of post-transfusion malaria is linked with 
the ability of the malarial plasmodium 
to remain latent for long periods. The 
return of large numbers of carriers from 
areas where malaria is endemic will un- 
doubtedly increase the hazard of trans- 
mission of malaria by transfusion. 


MODIFICATION OF RADICAL OPERATION FOR THE CURE 
OF INGROWN TOENAILS 


WituiaM L. Sipvtey (Lt. Col., M.C., A.U.S.) 
Am. J. Surg. 70:79-82, Oct. 1945 


The standard radical operation for 
ingrown nails involves a long period 
of disability ranging from 16 days to 
6 weeks or more before the wound is 


completely healed. In the modifica- 
tion here presented, sutures are not 
necessary for the accurate apposition 
of the skin flap to the denuded area of 
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the toe, and healing takes place rap- 
idly by primary intention. The ap- 
position of the skin flap to the toe is 
maintained by snug-fitting padded 
pressure dressings. The technic used 
is essentially the same as that de- 
scribed by Bennett without the use of 
sutures. The regular shoe can be 


worn comfortably in from 5 to 7 days 
after operation. Infected ingrown 
nails may require some preliminary 
treatment; fungus infections also re- 
quire additional treatment. Diagram- 
matic illustrations of the technic em- 
ployed are presented with photo- 
graphs showing end results. 


IMMEDIATE SKIN GRAFTING FOLLOWING INJURIES 
M. K. Kinc 


U. S. Marine Hospital, Norfolk, Va. 
Surg., Gynec. & Obst. 81:75-78, July 1945 


When wounds can be surgically 
cleansed, débrided and closed within 
6 hours after the injury, healing by 
primary union is usually obtained. 
This treatment cannot be employed in 
war wounds, but is applicable for 
many injuries on the “home front,” 
when patients come to the hospital 
early. If primary closure of a wound 
is to be done, it must be thoroughly 
cleansed, with removal of every parti- 
cle of foreign material and devitalized 
tissue. Such cleansing requires time, 
adequate anesthesia, and plenty of 
soap and water. In abrasive wounds 
continuous irrigation with a _ small 
stream of sterile water or saline facili- 
tates cleansing. Sulfanilamide crystals 
may be “frosted” into the wound be- 
fore closure, but the use of a sulfona- 
mide does not prevent infection in a 
wound not adequately cleansed. 

After adequate cleansing and dé- 
bridement, some wounds cannot be 
closed because of loss of soft parts or 
because of swelling. In such cases im- 
mediate skin grafting is employed to 
secure closure and primary healing. 
Grafts must be accurately placed and 
held in firm apposition with the un- 
derlying tissues. 

The methods of skin grafting for 


certain types of wounds are described. 
For abrasive wounds, a partial thick- 
ness skin graft cut with a Padgett der- 
matome is employed. The graft is su- 
tured in position under slight tension 
with fine silk, using a quilting pattern 
of sutures. A light sprinkling of sul- 
fonamide is applied to the wound be- 
fore the graft is fixed in position, and 
also over the graft after suturing is 
completed. A gauze sponge saturated 
with sterile glycerin is pressed down 
firmly on the graft, covered with a 
bulky gauze dressing, and held 1 

place with moderate pressure by adhe- 
sive strapping or elastic bandage. For 
slicing wounds of the fingertips, a 
thick skin graft is applied, usually 
taken from the flexor surface of the 
forearm. The graft is of full thickness 
in the center with a little subcutaneous 
tissue and tapered at the edges; inter- 
rupted silk sutures are used to fix it in 
position; and a glycerin gauze dress- 
ing applied under slight pressure. For 
wounds leaving exposed tendons, full 
thickness skin grafts, carrying a small 
amount of subcutaneous fat and alve- 
olar tissue are essential. As a free graft 
of this type does not take well over 
exposed bone or tendon, a pocket flap 
is used for the hand (usually on the 
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anterior wall of the abdomen) and a 
pedicle flap for the ankle, foot or 
knee. In compound fractures of the 
arm or leg in which the wound cannot 
be closed after treatment of the frac- 
ture, relaxing incisions are made lat- 
eral to the wound so that the bone 
may be covered by fascia and full 
thickness skin, then split thickness 
skin grafts are used to close the relax- 


ing incisions. In crushing or deeply 
lacerated wounds, it may be best to ex- 
cise the whole area, converting it into 
a clean surgical wound, and employ a 
partial thickness skin graft if necessary 
to close the wound. Special care is 
necessary to bring the graft into close 
approximation with the tissues in such 
cases; silk sutures and pressure dress- 
ings are employed. 4 figures. 


CONTROL OF SCAR TISSUE FORMATION IN THE 
TREATMENT OF WOUNDS 


N. I. Krauze 
Saratov, U.S.S.R. 
Voyennosanitarnoye delo, No. 11-12:13-18, 1943 
Abstract by J. H., Am. Rev. Soviet Med. 2:542 Aug. 1945 


Cicatrization is considered to be an 
ideal form of union if epithelization, 
granulation tissue growth and absorp- 
tion are balanced. If absorption is nor- 
mal, excessive fibrosis is prevented; 
but if the by-products of healing are 
not absorbed, normal cicatrization is 
inhibited and fibrosis becomes exces- 
sive, with a large inelastic scar result- 
ing. The author and his associates 
have found that the use of preserved 
animal tissue grafts in granulating 
wounds or used as subcutaneous im- 
plants has a favorable effect on wound 
healing, maintaining normal cicatri- 
zation without fibrotic scar formation. 
The method of preparing and preserv- 
ing such animal tissue grafts at the 
Medical Institute of Saratov is de- 
scribed. Such grafts have been dis- 
tributed to several hospitals where 
they have been used with good re- 
sults. 


REFERENCES TO CURRENT ARTICLES 


Further Reduction in Hospital Infection of 
Wounds. Valentine Logue and Wylie 
McKissock. Brit. M. J. 2:415-16, Sept. 
22, 1945. An improved dressing technic 


(described in 1941) has been employed 
for a period of 3 years, during which 
1,129 wounds have been treated, 882 of 
them surgical and 247 traumatic (main- 
ly the result of enemy action). The inci- 
dence of cross infection in the 882 surgi- 
cal wounds was 2.4 per cent and in the 
247 traumatic wounds 10.9 per cent. 
Str. pyogenes was entirely eliminated as 
a cross-infecting agent in the surgical 
wounds and its incidence in traumatic 
wounds was reduced to | per cent. The 
results in this series represent “striking” 
reductions in the hospital (or cross-) in- 
fection of wounds as compared with pre- 


viously published statistics. 6 references. 
1 table. 


The Relation of Wound Exudate to Heal- 
ing. M. P. Pokrovskaya and M. S. 
Makarow. Am. Rev. Soviet Med. 2: 
513-18, Aug. 1945. Describes the 
method of making preparations of the 
wound exudate for the study of cells, and 
the appearance of the various types -of 
cells identified. Comparison of the find- 
ings with the clinical findings showed 
that scarcity of polyblasts, macrophages 
and profibroblasts indicates failure of 
treatment. When effective treatment is 
instituted, large numbers of active mono- 
cytes appear in the exudate preparations. 
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When the local and general resistance 
is weak, the wound exudate shows many 
microorganisms, few neutrophils and no 
phagocytosis. The authors suggest that 
Bogomolets’ anti-reticular cytotoxic se- 


rum may prove of special value for stimu- 
lation of the reticulo-endothelial system 
and other defensive functions in such 
cases of low general and local tissue re- 
sistance. 


55. Military Surgery 


PROFITS TO PEACETIME PRACTICE FROM SURGICAL 
EXPERIENCES OF WAR 
Conpicr W. Cur cer, Jr. (Col., M.C., A.U.S.) 
Ann. Surg. 122:734-43, Oct. 1945 


A general review is presented of ad- 
vances made possible by the observa- 
tion and treatment of large numbers 
of wounded soldiers. These advances 
include proper emergency treatment, 
replacement of fluids, observation of 
the blood count, specific gravity and 
hematocrit, as well as proper evalua- 
tion of débridement and the use of 
plaster casings. A great experience 
was gained for clinical evaluation of 
bacteriostatic drugs, both as to their 
great advantages and their limitations 
in the prevention and treatment of in- 
fections. The surgical management of 
many conditions has been completely 
changed as a result of the new chemo- 
therapy. Intestinal surgery, thoracic 
surgery and neurosurgery have all 
benefited by the experiences of the 
war, so that intestinal resection 1s no 
longer to be feared, the incidence of 
pleural infections following operations 
on the chest has been diminished and 
even brain injuries have lost some of 


their terror. In plastic surgery the 
use of preserved or refrigerated skin 
grafts and the use of plastics to re- 
place defects are among the most im- 
portant advances. 

New information has been gained 
in the management of intervertebral 
disk protrusion, traumatic internal de- 
rangements of the knee and pilonidal 
disease. Among the measures found 
of value in surgical complications may 
be mentioned intubation drainage in 
postoperative pulmonary atelectasis, 
early bed exercises, the use of spinal 


anesthesia, early diagnosis of peripher- 


al phlebothrombosis and treatment of 
bedsores. Many new materials and 
supportive measures have been tested 
and the whole problem of rehabilita- 
tion has received a new impetus. War 
experiences have accelerated and fa- 
cilitated the testing of new methods 
and have disseminated rapidly the 
new funds of information. 
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56. Experimental Surgery 


REFERENCES TO CURRENT ARTICLES 
Body Fluid and Plasma Protein. Changes 
Following a Single Nonfatal Hemor- 
rhage in Hypoproteinemic Dogs. May- 
nard F. Pride, Edward Muntwyler, 
Grace E. Griffin, Frederick R. Mautz, 
and Lois Griffith, Cleveland, Ohio. Sur- 
gery 18:250-55, Aug. 1945. The data 
presented support the theory that after a 
single nonfatal hemorrhage in dogs there 


occurs a prompt, gradual restoration of 
plasma volume and of the total amount 
of circulating plasma protein. Data ob- 
tained in similar studies on hypoprotein- 
emic dogs showed that the plasma vol- 
ume was completely restored as a rule 
within the next few days when the ani- 
mals were allowed a low protein diet 
but plasma protein restoration remained 
incomplete. The source of the protein 
was not discovered. 


57. Miscellaneous 


CONDITIONS AFFECTING RISK OF OPERATION: 
GENERAL CONSIDERATIONS 


FRASER B. Gurp 


Montreal, Canada 
S. Clin. North America, Nationwide No.:1015-26, Oct. 1945 


Methods are outlined for combat- 
ing risks of operation including those 
due to anesthesia, hemorrhage, shock, 
infection, fat embolism, imbalance of 
biochemical processes, disturbances of 
sugar metabolism in diabetics, cardio- 
vascular disease, renal dysfunction and 
accidental injuries. The danger of 
preoperative administration of barbi- 
turates in elderly persons is stressed 
and a combination of morphine and 
hyoscine recommended instead. The 
importance of having the stomach 
thoroughly empty, and of careful ob- 
servation during the immediate post- 
operative period to prevent obstruc- 
tion of the airway by vomitus, etc., is 
also emphasized. 

Measures for prevention of postop- 
erative pneumonia and atelectasis, pul- 
monary infarct and embolus, phlebo- 
thrombosis and thrombophlebitis are 
described. Following spinal anesthesia, 
patients are instructed to cough as fre- 


quently as possible in the immediate 
postoperative period, and following 
general anesthesia, inhalation of 6 or 
7 per cent carbon dioxide is recom- 
mended. If aeration is not then com- 
plete, bronchoscopic suction of the 
bronchial tree is recommended. Early 
mobilization and ambulation between 
stages in multiple stage operations will 
help to reduce the incidence of em- 
bolus. Heparin and dicoumarin are 
given to increase coagulation time and 
prothrombin time. Ligation of the 
common femoral or iliac veins is also 
employed as a preventive in many 
clinics. 


REFERENCES TO CURRENT ARTICLES 


The Basic Medical Sciences in Graduate 
Training in Surgery. George H. Mil- 
ler, Chicago, Ill. Surg., Gynec. & Obst. 
81:106-12, July 1945. Discusses the 
importance of the basic medical sciences 
in graduate training in surgery, and the 
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best method of including such sciences 
in the graduate course. Pathology, an- 
atomy, bacteriology, physiology, _bio- 
chemistry and pharmacology are espe- 
cially considered. 3 references. 
American Surgery: The First Hundred 


Years. Frederick A. Pizzi, Brooklyn, 
N. Y. Am. J. Surg. 69:274-80, Aug. 


1945. The development of surgery in 
America during the late seventeenth and 
early eighteenth centuries is described. 
A review is presented of outstanding 
surgeons, including John Morgan, first 
internist and founder of the first medical 
college in America, Philip Syng Physick, 
Father of American Surgery, Valentine 
Mott, originator of clinical instruction 
at the bedside, Ephraim McDowell, first 
to remove an abdominal tumor, William 
Beaumont, with his classical study of 
gastric secretions, and Samuel D. Gross, 
foremost surgeon of America and noted 
writer on surgical technic. 9 references. 
Infected Pilonidal Sinus. L. Swiss Davies 


(Capt., A.A.M.C.) and Kenneth W. 


Starr (Lt. Col., A.A.M.C.), Newcastle, 
Australia. Surg., Gynec. & Obst. 81: 
309-19, Sept. 1945. The high inci- 
dence of infected pilonidal sinus among 
service personnel suggests that the vigor- 
ous and unhygienic conditions of service 
life may be important contributory fac- 
tors. In all except the smallest opera- 
tive defects, closure by direct suture is in- 
advisable because the rigidity of the but- 
tock fascia prevents free approximation 
in the subcutaneous wound. 
thors describe a 


The au- 
method which avoids 
tension, introduces a new blood supply, 
and permits restoration of the natal cleft. 
The difficulties encountered in 24 cases 
of large infected pilonidal sinuses treated 
by this method are summarized. In 14 
cases healing was permanent. The most 
frequent causes of postoperative infection 
were streptococcal rather than due to 
gram-negative organisms. For this rea- 
son sulfanilamide powder or penicillin 
was used as a prophylactic against sepsis. 
Spinal anesthesia was employed. 


Announcements 


MISSISSIPPI VALLEY MEDICAL SOCIETY 


1946 


ESSAY CONTEST 


The Mississippi Valley Medical So- 
ciety is resuming its annual Essay 
Contest which has not been held dur- 
ing the war. In 1946 it offers a cash 
prize of $100.00, a gold medal, and 
a certificate of award for the best un- 
published essay on any subject of gen- 
eral medical interest (including medi- 
cal economics) and practical value to 
the general practitioner of medicine. 
Certificates of merit may also be 
granted to the physicians whose es- 


says are rated second and third best. 
Contestants must be members of the 
American Medical Association who are 
residents of the United States. The 
winner will be invited to present his 
contribution before the next annual 
meeting of the Mississippi Valley 
Medical Society to be held at St. 
Louis, Mo., September 25, 26, 27, 
1946, the Society reserving the exclu- 
sive right to first publish the essay in 
its official publication—the Mississippi 
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Valley Medical Journal (incorporat- 
ing the Radiologic Review). All con- 
tributions shall not exceed 5,000 
words, be typewritten in English in 
manuscript form, submitted in five 
copies and must be received not later 
than May 1, 1946. 


Further details may be secured 
from 
Harold Swanberg, M. D., Secretary, 
Mississippi Valley Medical Society, 
209-224 W.C. U. Building, 
Quincy, Illinois. 


NATIONAL GASTROENTEROLOGICAL ASSOCIATION 
1946 AWARD CONTEST 


The National Gastroenterological 
Association announces the establish- 
ment of an Annual Cash Prize Award 
of $100 and a Certificate of Merit for 
the best unpublished contribution on 
gastroenterology or allied subjects. 
Certificates will also be awarded those 
physicians whose contributions are 
deemed worthy. 

Contestants residing in the United 
States must be members of the Amer- 
ican Medical Association. Those resid- 
ing in foreign countries must be mem- 
bers of a similar organization in their 
own country. The winning contribu- 
tion will be selected by a board of im- 
partial judges and the award is to be 
made at the Annual! Convention Ban- 
quet of the National Gastroenterolog- 
ical Association to be held at the Hotel 


Pennsylvania in New York City on 
Thursday evening, June 20, 1946. 

Certificates awarded to other phy- 
sicians will be mailed to them. The 
decision of the judges will be final. 
The Association reserves the exclusive 
right of first publishing the winning 
contribution, and those receiving cer- 
tificates of merit, in its official publi- 
cation, The Review of Gastroenterolo- 
gy. All entries for the 1946 prize 
should be limited to 5,000 words, be 
typewritten in English, submitted in 
five copies, accompanied by an entry 
letter, and must be received not later 
than May 1, 1946. Entries should 
be addressed to the National Gastro- 
enterological Association, 1819 Broad- 
way, New York 23, N. Y. 


ERRATUM 


Notes Regarding the Use of Intra- 
venous Sodium Pentothal Anes- 
thesia in Major Surgical Cases, by 
Cleveland H. Shutt. Annotated 
reference published on p. 5, Vol. 3, 
No. 1, November 1945 issue of the 
QuarTERLY REvIEW oF SURGERY: 
“This type of anesthesia was em- 


ployed in 287 cases at the Missouri 
Baptist Hospital in every type of sur- 
gery except lung resection.” 

The number of cases in which the 
anesthetic was employed was 2,287 
and not 287. We offer our apologies 
to Dr. Shutt and to our readers for 
this error. 
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chronic alcoholic pa- 


symptoms, 


urgery: 
—modification of the trocar method with positive 
pressure for instilling amniotic fluid concentrate 
intra-abdominally at the close of operations, 273 
—pendulous abdomen: its surgical correction, 275 
Abortion 

criminal 

—criminal abortion: three case reports, 338 
Abscess 

—Brodie’s abscess: two case reports, 366 
Acetabulum 

—fractures of the acetabulum, 361 

—intrapelvic protrusion of the acetabuli, 366 
Achalasia 

—case of achalasia of the cardia, 269 
Actinomycosis 

—actinomycosis, 21 
Adenoma—See also Bronchi, tumors. 

—origin and growth of an adenoma of the islands 
of Langerhans, 328 

Adrenal Preparations 
—chlorophyll and adrenal 
local treatment of burns, 373 
Alcohol 
bactericidal effect of mixtures of ethyl alcohol 
and water; with special reference to steriliza- 
tion of the skin and a note on the comparable 
effects of ether, 220 

—ethyl alcohol intravenously as postoperative seda- 
tive, 207 

addiction 

—serum amylase findings in chronic alcoholic pa- 
tients with acute severe abdominal symptoms, 
327 

Allergy 
—hypersensitivity to transfused blood, 379 
—prevention of transfusion reactions, 379 
Ambulation 
early: 
—early ambulation after operation, 212 


cortical extract in the 


—“early rising,” following major surgical opera- 
tions, 210 
Amebiasis 
—surgical aspect of intestinal amebiasis, 309 
Ameloblastoma 


—surgery of the mandible: the ameloblastoma, 241 
Amino Acids 
—nitrogen balance studies on surgical patients re 
ceiving amino acids: observations on patients 
with obstructing lesions of the esophagus and 
stomach receiving amino acids by parenteral in- 
jections as the exclusive source of protein, 211 


Amniotic Fluid 
—modification of the trocar method with positive 
pressure for instilling amniotic fluid concen- 
trate intra-abdominally at the close of opera- 
tions, 273 
Ampulla of Vater 
—pancreaticoduodenectomy for carcinoma of the 
ampulla and ampullary region, 327 
—resection of the duodenum and head of the pan- 
creas for primary carcinoma of the head of the 
pacreas and ampulla of Vater, 326 
Amylase—See Blood, amylase. 
Anastomosis—See Intestines, anastomosis. 
Anemia 
splenic: 
—Gaucher’s disease: the early radiological diagnosis, 
329 
Anesthesia 
—anesthesia for operations on the perineum, 195 
—anesthesia in shock, 197 
—curare as an aid to relaxation in anesthesia, 194 
—general supportive measures in course of anes 
thesia, therapeutic agents and apparatus, 199 
—post-operative vomiting in relation to anaesthetic 
time, 202 
—use of penicillin mixed with a 
196 
apparatus 
—general supportive measures in 


local 


anesthetic, 


course of anes- 
thesia, therapeutic agents and apparatus, 199 

barbital derivatives: 

—combined spinal and pentothal anesthesia in gyne- 
cology, 338 


—continuous drip pentothal sodium with  supple- 
mentary anesthesia, 201 
—pentothal sodium anesthesia in general surgery 


(a new method combining it with nitrous oxide 
and oxygen), 197 

—pentothal sodium in orthopedic surgery, 358 

—principles of intravenous anesthesia with pento- 
thal sodium, 200 

—technic of continuous pentothal sodium, 201 

local: 

—local and regional anesthesia in 
202 

—use of local anesthesia in operations, 201 

spinal : 

—coma during and following spinal anesthesia, 193 

—combined spinal and pentothal anesthesia in gyne- 
cology, 338 


Naval practice, 


Aneurysm 
—arterial aneurysm following injury to iliac ves- 
sels; report of two cases with a commentary 


on large transfusions, 349 


—arteriovenous aneurysm: exposure of the tibial 
and peroneal vessels by resection of the fibula, 
350 

—case report of bilateral arteriovenous aneurysms 
of the posterior tibial arteries: with an inter- 
esting observation effect of 
vasodilatation, 350 

—experiences with aneurysms in an 


eral hospital, 346 


concerning the 


overseas gen- 
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Ankle 


—sprained ankles; a new form of treatment, 367 


Antitoxins—See Toxins and Antitoxins. 
Aorta 


—retrograde arteriography in the study of the ab- 
dominal aorta and iliac arteries, 345 
rupture: 
—traumatic rupture of the normal aorta in young 
adults: report of two cases, 351 
stricture : 
—coarctation of the aorta, experimental sudies re- 
garding its surgical correction, 347 
Apoplexy—See Brain, hemorrhage. 
Apparatus 
—anal retractor for use in anorectal surgery, 311 
—apparatus for treating bed-sores, 215 
—device for fixation of a Wolfe graft, 246 
—device to protect the projecting end of Kirschner 
wires, Steinmann’s pin or external fixation 
pins, 363 
—one-piece Munro tidal-drainage apparatus, 236 
Appendectomy 
—procedure for preventing wound contamination 
during appendectomy, 295 
Appendicitis 
—appendicitis, with emphasis on the use of penicil- 
lin, 295 
—local use of sulfanilamide in the treatment of 
acute appendicitis: a review of 1,481 cases, 294 
—mortality factors in acute appendicitis, 295 
—simultaneous occurrence of acute appendicitis 
and malaria, 294 
Appendix 
—lymphosarcoma primary in the appendix: a study 
of 23 cases, 293 
Aqueduct of Sylvius 
—diagnosis and treatment of strictures of the 
aqueduct of Sylvius (causing hydrocephalus), 
228 
Arms 
—interscapulothoracic disarticulation of the arm, 
369 
injuries 
—direct flap repair of defects of the arm and hand: 
preparatio of gunshot wounds for repair of 
nerves, bones and tendons, 244 
Arteries 
—peripheral arterial embolectomy, 351 
aneurysm : 
—arterial aneurysm following injury to iliac ves- 
sels; report of two cases with a commentary 
on large transfusions, 349 
—arteriovenous aneurysm: exposure of the tibial 
and peroneal vessels by resection of the fibula, 
350 
—case report of bilateral arteriovenous aneurysms 
of the posterior tibial arteries: with am in- 
teresting observation concerning the effect of 
vasodilatation, 350 
roentgenography : 
—arteriography in diagnosis of upper abdominal 
conditions, 274 
—retrograde arteriography in the study of the 
abdominal aorta and the iliac arteries, 345 
ccounds and injuries: 
—arterial injuries in a theater of operations, 343 
Arthrodesis—See Shoulder. 
Atelectasis 


—atelectasis, 264 


Axilla 
—correction of cicatricial contractures of axilla, 
elbow joint and knee, 367 
Backache 
—lumbago; mechanism of dural pain, 235 
Bacteria—See also Infections. 
—inactivation of penicillin by various gram negative 
bacteria, 221 
—occurrence of Bacillus histolyticus in accidental 
wounds without recognized specific infection, 
217 
—osteomyelitis of the skull due to Salmonella typhi, 
226 
—procedure for preventing wound contamination 
during appendectomy, 295 
Bankart’s Operation—See Shoulder. 
Barium—See Enemata. 
Bassini’s Operation—See Hernia. 
Bell’s Palsy—See Paralysis, facial. 
Bile Ducts—See also Biliary Tract; Hepatic 
Duct. 
—use of vitallium tubes in strictures and absence 
of the common bile duct, 317 
—variations and anomalies of the biliary duct sys 
tem and its associated blood supply, 319 
cancer: 

—advanced carcinoma of the extrahepatic bile ducts: 
choleangiocholecystocholedochectomy, 318 
Biliary Tract—See also Bile Ducts; Gallbladder; 

Hepatic Duct. 
—congenital atresia of the gallbladder and bile 
passageways: report of two cases, 315 
—variations and anomalies of the biliary duct 
system and its associated blood supply, 319 
Biopsies 
—aspiration liver biopsy; technique and diagnostic 
application, 322 
Bladder 
—carcinoma of sigmoid and rectosigmoid involving 
urinary bladder: surgical management in sixty- 
four cases, 299 
—one-piece Munro tidal-drainage apparatus, 236 
calculi : 
—vesical calculi in women, 335 
inflammation: 
—gangrenous cystitis: etiologic classification and 
treatment, 331 
Blastomycosis 
—tumor of the lung due to Cryptococcus histolyticus 
(blastomycosis), 265 
Blood 
amylase: 
—serum amylase findings in chronic alcoholic 
patients with acute severe abdominal symptoms, 
327 
circulation: 
—use of radioactive sodium as a tracer in the study 
of peripheral vascular disease, 342 
Blood Pressure 
high: 
—malignant hypertension cured by unilateral 
nephrectomy, 334 ‘ 
—problem of portal hypertension in relation to 
the hepatosplenopathies, 355 
—technic of using vitallium tubes in establishing 
portacaval shunts for portal hypertension, 352 
Blood Transfusion 
—arterial aneurysm following injury to iliac vessels; 
report of two cases with a commentary on large 
transfusions, 349 
—coagulation of abdominal bleod and_ reinfusion, 
274 
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—complications of blood transfusion, 377 
—hypersensitivity to transfused blood, 379 
—metabolic alterations following thermal burns. V. 
The use of whole blood and an electrolyte solu- 
tion in the treatment of burned patients, 371 
—prevention of transfusion reactions, 379 
—rationale of whole blood therapy in severe burns 
a clinical study, 370 
—traumatic shock incurable by volume replacement 
therapy: a summary of further studies includ- 
ing observations on the hemodynamics, inter 
mediary metabolism and therapeutics of shock, 
375 
donors 
—reactions (pale-outs) in blood donors, 378 
Blood Vessels 

wounds and injuries: 

—experience with lumbar sympathetic ganglionec- 
tomy for wounds of major blood vessels of the 
lower extremity, 344 

—secondary hemorrhage arising from _ gunshot 
wounds of the peripheral blood vessels, 347 
Bones—See also under names of individual 
bones. 

—use of skin 


ulcerative defects over 


flaps in the repair of scarred or 
bone and tendons, 368 
fumors: 
—bone destruction in cases of carcinoma of the 
uterus, 339 

bone for 


parietes and 


—disarticulation of the innominate 


tumors of the 
upper thigh, 222 
of bone, 224 


malignant pelvic 


—vostevid-osteoma 
Brachial Plexus 
—should a brachial plexus injury be exposed? 239 
Brain 
hemorrhage 
—aetiology of pancreatic apoplexy, 328 
injuries: , 
—lumbar puncture in treatment of 
wounds of the brain, 230 
—review of psychological work at the brain injuries 
unit, Edinburgh, 1941-45, 231 


surgery 


penetrating 


strictures of the 
hydrocephalus), 


—diagnosis and treatment of 


aqueduct of Sylvius (causing 
228 
—prefrontal leucotomy: report of 100 cases, 232 
—radiological aspects of intracranial pneumocepha 
lus, 225 
fumors: 
—subdural hematoma, 231 
Branchial Apparatus 
—lateral cervical (branchial) 
clinical and pathologic study, 239 
Breast 
—Paget’s disease of the nipple, 270 
Bronchi 
infections 


cysts and fistulas: a 


—penicillin in the treatment of chronic infections 
of the lungs and bronchi: an analysis of ninety- 
three cases, 258 
tumors: 
—adenoma of the bronchus, 261 
Bronchoscopy 
—bronchoscopy and the surgeon, 262 
Burns 
—chlorophyll, and adrenal cortical 
local treatment of burns, 373 
—cleansing of oil-covered skin and burns, 371 


extract in the 


—first-aid treatment of phosphorus burns, 372 
—grafting for burns of the eye, 372 
—metabolic alterations following thermal burns. 
II. Changes in the plasma volume and plasma 
protein in the convalescent phase, 372 
—metabolic alterations following thermal burns. 
V. The use of whole blood and an electrolyte 
solution in the treatment of burned patients, 
371 
—occurrence and possible significance of Bacillus 
tetani in compound fractures, lacerations, gun- 
shot wounds, and burns, 362 
—practical aspects of the treatment of burns, 370 
—rationale of whole blood therapy in severe burns 
a clinical study, 370 
—skin grafting in moribund burned patients, 372 
—treatment of burns; a plea for simplicity, 372 
Bursa 
—cystic hygroma: report of three cases, 224 
Calculi—See also Gallstones. 
—Meckel’s diverticulum containing calculi, 293 
—treatment calculi, 334 


—vesical calculi in women, 335 


of ureteral 


Cancer—See also under names of special or- 
gans and tissues. - 
—multiple primary malignancy, 224 
Cardiospasm—See Stomach, cardiospasm. 


Cartilages 
—chondromalacia of the 


patella, 364 
—congenital discoid internal cartilage, 367 
Casts 
—glass plastic cast, 361 
Children—See also Infants. 
—nerve injuries in children, 238 
—nontuberculous lung abscesses in children: survey 
of sixty-four cases, 259 
—operative care of inguinal hernia in infancy and 


childhood, 277 


Chloroform 
—fragmentation and 
chloroform, 317 
Chlorophyll 
—chlorophyll and adrenal cortical extract in the 
local treatment of burns, 373 
Cholecystectomy 
—advanced carcinoma of the extrahepatic bile ducts 
choleangiocholecystocholedochectomy, 318 
Cholecystitis—See also Gallbladder. 
—experimental cholecystitis: final results of vaccine 
and filtrate therapy, 316 
Cholelithiasis—See Gallstones. 
Chondromalacia—See Cartilages. 
Chronaxia 
—changes in 
regeneration of experimentally produced lesions 
of the sciatic nerve of the cat, 237 
Chylothorax 
—traumatic chylothorax, 240 
Cicatrix 
—control of scar tissue formation in the treatment 
of wounds, 381 
Circumcision 
—improved method of circumcision: use of relaxa- 
tion incisions, cotton ligatures and sutures, 333 
Colitis 
—regional segmental colitis, 301 


dissolution of gallstones by 


chronaxie during degeneration and 


ulcerative : 


—acute ulcerative colitis; report of a case, 312 
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Colon—See also Intestines. 

cancer: 

—acute colonic obstruction secondary to carcinoma 
of the sigmoid colon with gangrene of an 
extensive segment of the large bowel: a case 
report, 310 

—primary resection (closed anastomosis) of rectal 
ampulla for malignancy with preservation of 
sphincteric function, together with a further 
account of primary resection of the colon and 
rectosigmoid and a note on excision of hepatic 
metastases, 296 

dilatation : 

—megacolon: with a brief review of etiological 
factors and treatment, 311 

—volvulus of megacolon reduced during barium 
enema examination, 310 

surgery—See also Colostomy. 

—method of bowel anastomosis following the 
Rankin-Mikulicz or Lahey type of obstructive 
resection, 308 

—one stage “open” resection of lesions of the 
left colon without complementary colostomy, 
300 

—successful new method of suspending the pro- 
lapsed transverse colon, 309 

—surgical management of colon and rectal injuries 
in the forward areas, 298 

Colostomy 

—inoperable vesico-vaginal fistula in Iraq; _ treat- 
ment by uterocolostomy, 338 

—one stage “open” resection of lesions of the left 
colon without complementary colostomy, 300 

—problem of massive hemorrhage from duodenal 
ulcers of patients beyond middle life: with 
particular reference to the value of the Devine 
exclusion operation in selected cases of this 
nature, 289 


Convalescence 

—a design for surgical convalescence, 207 
Cranioplasty 

—cranioplasty: collective review, 228 
Curare 


—curare as an aid to relaxation in anesthesia, 194 
Cystitis—See also Bladder, inflammation. 
—gangrenous cystitis: etiologic classification and 
treatment, 331 
Decubitus 
—apparatus for treating bed-sores, 215 
Devine Operation—See Colostomy. 
Diabetes Mellitus 
surgery in: 
—surgery and diabetes mellitus, 209 
Diagnosis 
methods: 
—value of the vaginal smear in the diagnosis of 
uterine cancer: a report of 1,015 cases, 337 
Diaphragm 
eventration: 
—congenital eventration of the diaphragm: surgical 
management, 272 
Dicumarol 
—dicumarol in the prevention of thrombosis and 
pulmonary embolism, 209 
—dicumarol therapy in postoperative thrombophle- 
bitis and phlebothrombosis, 203 
Diphtheria 
—unusual leg ulcer with diphtheroids, 356 
Duodenopancreatectomy—See Pancreaticoduo- 
denectomy. 


Duodenum 

diverticula: 

—radical duodenopancreatectomy: report of a suc- 
cessful resection of a carcinoma of a duodenal 
diverticulum involving the head of the pan- 
creas, 323 

Surgery: 

—resection of the duodenum and head of the pan- 
creas for primary carcinoma of the head of the 
pancreas and ampulla of Vater, 326 

ulcer—See Peptic Uleer. 

Edema 

—value of antitoxin in the prevention and treat- 
ment of malignant edema and gas gangrene: 
a review of observations, 216 

Edinburgh Brain Injuries Unit 

—review of psychological work at the brain injuries 

unit, Edinburgh, 1941-45, 231 
Elbow 

—correction of cicatricial contractures of axilla, 

elbow joint and knee, 367 
Electromagnets 

—metallic foreign bodies and the electro-magnetic 

locator, 213 
Embolism 

—liver embolus following hemorrhoidectomy, 320 

—peripheral arterial embolectomy, 351 

—thrombo-embolism, 711 

pulmonary: 

—dicumarol in the prevention of thrombosis and 
pulmonary embolism, 209 

—ligation of the inferior vena cava for the pre- 
vention of pulmonary embolism; a report of 
two cases, 208 

—mode of production of pulmonary emboli, 203 

—postoperative venous thrombosis and pulmonary 
embolism, 204 

—pulmonary embolism from obscure sources, 206 

—treatment of pulmonary embolism, 206 

Empyema 

—spontaneous lobectomy, 264 

—studies in oleothorax. II. The use of oils in 
disinfectant oleothorax and in the re-expansion 
of the lung in tuberculous empyema (pre- 
liminary report), 260 

surgical treatment: 

—early pulmonary decortication in the treatment 
of posttraumatic empyema, 256 

Endrometrium 

decidual reaction of endometrium ectopic in an 

ibdominal lymph node, 339 
Enemata 

—volvulus of megacolon reduced during barium 

enema examination, 310 
Esophagus 

dilatation: 

— idiopathic dilatation of the esophagus: differentia- 
tion of clinical types and successful operation 
in intractable cases, 267 

Surgery: 

—esophagogastrostomy in the treatment of cardio- 
spasm, 268 

—nitrogen balance studies on surgical patients re- 
ceiving amino acids: observations on patients 
with obstructing lesions of the esophagus and 
stomach receiving amino acids by parenteral 
injuections as the exclusive source of protein, 
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—surgical treatment of the more common types of 
diaphragmatic hernia: esophageal hiatus, trau 
matic, pleuroperitoneal hiatus, congenital 
absence and foramen of Morgagni: report of 
404 cases, 270 


Ether 
-hactericidal effect of mixtures of ethyl alcohol 
and water; with special reference to steriliza- 
tion of the skin and a note on the comparable 
effects of ether, 220 
Eucupine—See Migraine. 
Exophthalmos 
—malignant exophthalmos or exophthalmic ophthal- 
moplegia, 247 
observations on so-called thyrotropic exophthalmos, 
247 
Exostosis 
hereditary multiple exostosis: review of the 
literature and report of a case with Horner- 
Bernard syndrome as a complication, 256 
Extremities 
ulcers—See l leers. 
wounds and injurie 
-experience with lumbar sympathetic ganglionec- 
tomy for wounds of major blood vessels of the 
lower extremity, 344 
Eye 
paralysi 
malignant exophthalmos or exophthalmic ophthal 
moplegia, 247 
wounds and injuries: 
—grafting for burns of the eye, 372 
Eyelids 
—use of the cautery in plastic operations on the 
eyelids, 246 
Face 
Surge ry 
-plastic surgery of nasal fractures, 243 
reconstruction of the columella nasi. A method 
advantageous for the female patient, 242 
Fatigue 
—metatarsal march (fatigue) fractures, 358 
Fibrin Foam—See Hemorrhage. 
Fibroma 
desmoid tumor, 275 
-large fibroma arising from the pulmonary pleura 
of the right lower lobe, 265 
Fibromyoma—See Nipples, fibromyoma. 
Fibula 
—arteriovenous aneurysm: exposure of the tibial and 
peroneal vessels by resection of the fibula, 350 
Fingers 
benign capillary hemangioma of the digital flexor 
tendon sheath, 368 
Fistulas 
—cholecystogastroduodenocutaneous biliary _ fistula, 
case report, 322 
—device for protecting the skin and collecting fluid 
from fistulas: or for keeping penicillin solu- 
tion in contact with a wound, 289 
-lateral cervical (branchial) cysts and fistulas: a 
clinical and pathologic study, 239 
arteriovenou 
—immediate and late treatment of an arteriovenous 
fistula, 340 
vesicovaginal 
—inoperable vesico-vaginal fistula in Iraq; treat- 
ment by uterocolostomy, 338 
—operative technique of complicated vesicovaginal 
and urethrovesicovaginal fistulas, 336 





Flaps—See Skin, transplantation. 
Fluids 
—translocation of fluid produced by the intravenous 
administration of isotonic salt solutions in man 
postoperatively, 208 
Fluorescein 
—fluorescein—its use in determining the viability 
of strangulated intestine, 311 1 
Foot 
fractures 
—march fractures, 359 
—metatarsal march (fatigue) fractures, 358 
Foramen 
surgical treatment of the more common types of 
diaphragmatic hernia: esophageal hiatus, trau- 
matic, pleuroperitoneal hiatus, congenital absence 
and foramen of Morgagni: report of 404 
cases, 270 
Foreign Bodies 
-intracardiac foreign body: report of a case with 
recovery, 266 
metallic foreign bodies and the electro-magnetic 
locator, 213 
Fractures—See also under names of special 
bones. 
anatomical and functional reductions of fractures 
of the pelvis, 363 
fractures of the acetabulum, 361 
occurrence and possible significance of Bacillus 
tetani in compound fractures, lacerations, gun 
shot wounds, and burns, 362 
parachute fractures, 364 
-plastic surgery of nasal fractures, 243 
—reparative surgery of compound battle fractures 
in the Mediterranean theater of operations, 359 
—two unusual stress fractures, 363 
therapy: 
—device to protect the projecting end of Kirschner 
wires, Steinmann’s pin or external fixation 
pins, 363 
—glass plastic cast, 361 
Froin’s Syndrome—See Spine. 
Fruit 
dried 


acute intestinal obstruction due to dried fruit, 312 


—small-bowel obstruction due to dried fruit, 312 
Gallbladder 
—acute suppurative and gangrenous cholecystitis, 
20 
-cholecystogastroduodenocutaneous biliary fistula, 
case report, 322 
-diseases of the gallbladder: diagnosis and manage- 
ment, 315 
—surgical significance of an anomalous cholecysto- 
hepatic duct: case reports, 316 
traumatic right diaphragmatic hernia: case with 
delayed herniation of the liver and gallbladder, 
272 
atresia 
—congenital atresia of the gallbladder and bile 
passageways: report of two cases, 315 
surgery—See also Cholecystectomy. 
—advanced carcinoma of the extrahepatic bile ducts: 
choleangiocholecystocholedochectomy, 318 
Gallstones 
—fragmentation and dissolution of gallstones by 
chloroform, 317 
—management of postoperative choledocholithiasis 
another use for solution G, 322 
—unusual termination of intestinal obstruction due 
to a gall-stone, 312 
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Ganglionectomy—See Sympathectomy. 
Gangrene—See also Gas Gangrene. 
—case of gangrene of Meckel’s diverticulum, 292 
—gangrenous cystitis: etiologic classification and 
treatment, 331 
Gas Gangrene 
—experimental evaluation of American commercial 
bivalent and pentavalent gas gangrene anti- 
toxins, 221 
—toxin and antitoxin studies of gas gangrene in 
man, 216 
—value of antitoxin in the prevention and treat- 
ment of malignant edema and gas gangrene: 
a review of observations, 216 
Gastrectomy 
—partial gastrectomy for carcinoma thirty-five years 
ago, 284 
—subtotal gastrectomy, 284 
Gastritis—See Stomach, inflammation. 


Gastrointestinal Tract 
surgery : 
—complications following operations on the gas- 
trointestinal tract, 280 
—preoperative and postoperative care of the patient 
having operations on the gastrointestinal tract, 
281 
Gastrostomy 
—gastrostomy, 282 
—gastrostomy: the history of its development, in- 
dications and contraindications, 283 


Gaucher’s disease—See Anemia, splenic. 


Gelatin 
—absorbable gelatin sponge and thrombin for hemo- 
stasis in neurosurgery, 225 
Geriatrics 


—splenectomy for acquired hemolytic jaundice in 
the aged; report of a case, 330 
Grafts—See Skin, transplantation. 
Gynecology 
surgery 
—combined spinal and _ pentothal anesthesia in 
gynecology, 338 
—treatment of ureters injured during gynecologic 
operations, 335 
Hand 
—thenar palsy due to compression of the median 
nerve. in the carpal tunnel, 238 
injuries 
—direct flap repair of defects of the arm and hand: 
preparation of gunshot wounds for repair of 
nerves, bones and tendons, 244 
Heart 
—historical aspects of cardiac resuscitation, 266 
surgery 
—intracardiac foreign body: report of a case with 
recovery, 266 
tvounds 
—traumatic rupture of the interventricular septum, 
266 
Hemangioma 
—benign capillary hemangioma of the digital flexor 
tendon sheath, 368 
Hematoma 
—subdural hematoma, 231 
Hemochromatosis 
—hemochromatosis associated with primary adeno- 
carcinoma of the liver: a case illustrating 
diagnostic features, 314 





Hemorrhage 
—absorbable gelatin sponge and thrombin for hemo- 
stasis in neurosurgery, 225 
—hbody fluid and plasma protein changes following 
a single nonfatal hemorrhage in hypoproteine- 
mic dogs, 383 
—coagulation of abdominal blood and’ reinfusion, 
274 
fibrin foam as a hemostatic agent in suprapubic 
prostatectomy, 339 
-human fibrin foam with thrombin as a hemostatic 
agent in general surgery: experimental studies 
and clinical use, 215 
—lesions of small intestine producing massive ‘ 
hemorrhage: with symptoms simulating peptic 
ulcer, 292 
problem of massive hemorrhage from duodenal 
ulcers of patients beyond middle life: with 
particular reference to the value of the Devine 
exclusion operation in selected cases of this 
nature, 289 
—secondary hemorrhage arising from gunshot 
wounds of the peripheral blood vessels, 347 
postpartum—See also Labor, hemorrhage. 
—early extirpation of the uterus in persistent atony 
with postpartum hemorrhage, 339 
Hemorrhoidectomy 
—liver embolus following hemorrhoidectomy, 320 
—methods for reducing pain following hemorrhoid- 
ectomy: technic and results in seventy-two 
cases, 313 
Hemostasis—See Hemorrhage. 
Hernia 
criticism of the Bassini operation and its modi- 
fications, 278 
-effect of cotton and catgut in hernial repair on 
postoperative temperature and pain, 276 
—postoperative chest complications; controlled study 
in hernia and meniscectomy operations, 212 
diaphragmatic 
—congenital diaphragmatic hernia, 278 
—congenital eventration of the diaphragm: surgical 
management, 272 
—surgical treatment of the more common. types 
of diaphragmatic hernia: esophageal hiatus, 
traumatic, pleuroperitoneal hiatus, congenital 
absence and foramen of Morgagni: report of 
404 cases, 270 
—traumatic right diaphragmatic hernia: case with 
delayed herniation of the liver and gallbladder, 
272 
inguinal : 
—RBassini’s operation for inguinal hernia, 276 
—criticism of the Bassini operation and its modi- 
fications, 278 
—inguinal herniorrhapy, 279 
—operative care of inguinal hernia in infancy and 
childhood, 277 
Hodgkin’s Disease 
—Hodgkin’s disease; involvement of certain other 
organs, 223 
—tonsillectomy and tuberculous cervical lymphoma, 
241 
Horner Syndrome 
—hereditary multiple exostosis: review of the 
literature and report of a case with Horner- 
Bernard syndrome as a complication, 256 
Hospitals 
—further reduction in hospital infection of wounds, 
381 
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Hydrocephalus 
—diagnosis and treatment of strictures of the 
aqueduct of Sylvius (causing hydrocephalus), 
228 
Hygroma—See Bones. 
Hyperinsulinism 
—resection of pancreas for hyperinsulinism due to 
islet-cell tumors, 328 
Hypertension—See Blood Pressure, high. 
lleitis—See Intestines, diseases. 
Infants—See also Children. 


—irreducible intussusception in infants 


= 


report 
two successful primary resections, 292 
—Mikulicz resection operation for gangrenous in- 
tussusception in infants, 304 
Infections 
—bhactericidal effect of mixtures of ethyl alcohol 
and water; with special reference to steriliza- 
tion of the skin and a note on the comparable 
effects of ether, 220 
—occurrence of Bacillus histolyticus in accidental 
wounds without recognized specific infection, 
217 
—procedure for preventing wound contamination 
during appendectomy, 295 
—secondary infection of wounds, 219 
—toxin and antitoxin studies of gas gangrene in 
man, 216 
urgical 
—established surgical infections: treatment with 
urea-sulfanilamide mixture, 218 
—postoperative infections, 221 
Injections 
—complications of intraosseous therapy, 376 
Instruments 
—apparatus for treating bed-sores, 215 
—experiences with the Miller-Abbott tube: a 
statistical study of 1,000 cases, 291 
—improved needle holder, 215 
Intervertebral Disks—See Spine, intervertebral 
disk. 
Intestines 
—irreducible intussusception in infants: report of 
two successful primary resections, 292 
—lesions of small intestine producing massive 
hemorrhage 
ulcer, 292 


with symptoms simulating peptic 


anastomosis: 

—method of bowel anastomosis following the 
Rankin-Mikulicz or Lahey type of’ obstructive 
resection, 308 

—method of end-to-end anastomosis in the small 
intestine, 292 

cancer 

—carcinoma of sigmoid and rectosigmoid involving 
urinary bladder: surgical management in sixty- 
four cases, 299 

—technique and results of primary and secondary 
pull-through operation after removal of tumors 
of the rectum and rectosigmoid, 300 

diseases: 

—criteria in the management of chronic ileitis, 290 

diverticula 

—case of gangrene of Meckel’s diverticulum, 292 

—Meckel’s diverticulum containing calculi, 293 

—unusual case of Meckel’s diverticulum, 293 

gangrene 

—acute colonic obstruction secondary to carcinoma 
of the sigmoid colon with gangrene of an 


extensive segment of the large bowel: a 
report, 310 
obstruction 


case 


—acute intestinal obstruction due to dried fruit, 312 

—intestinal obstruction: two cases of unusual 
etiology, 312 

—small-bowel obstruction due to dried fruit, 312 

—unusual termination of intestinal obstruction dye 
to a gall-stone, 312 

strangulated 

—fluorescein—its use in determining the viability 
of strangulated intestine, 311 

urgery 

—experiences with the Miller-Abbott tube: 
statistical study of 1000 cases, 291 

—succinylsulfathiazole and _ intestinal 
surgery of the large bowel, 303 

—surgical aspect of intestinal amebiasis, 309 

volvulus 


suction in 


—volvulus of the sigmoid colon: report of 25 cases, 
305 
Intubation 
—experiences with the Miller-Abbott tube: 4 
statistical study of 1,000 cases, 291 
Intussusception 
— irreducible intussusception in infants: report of 
two successful primary resections, 292 
—Mikulicz resection operation for gangrenous in- 
tussusception in infants, 304 
Islands of Langerhans—See Pancreas. 
Jaundice 
hemolytic 
—splenectomy for acquired hemolytic jaundice in 
the aged; report of a case, 330 
Jaws 
—operation for recurrent subluxation of the 
temporo-mandibular joint, 364 
—surgery of the mandible: the ameloblastoma, 24] 
Joints 
dislocations 
—operation for recurrent subluxation of the temporo 
mandibular joint, 364 
Kidneys 
—impaired renal function in vesical neck obstruc- 
tion, 332 
cancer: 
—-squamous cell carcinoma of the renal pelvis, 333 
excision: 
—malignant hypertension cured by unilateral neph- 
rectomy, 334 
Knee—See also Patella. 
—correction of cicatricial contractures of axilla, 
elbow joint and knee, 367 
Labor 
hemorrhage 
——early extirpation of the uterus in persistent atony 
with postpartum hemorrhage, 339 
Leukotomy 
—prefrontal leucotomy: report of 100 cases, 232 
Liver 
—aspiration liver biopsy; technique and diagnostic 
application, 322 
—liver embolus following hemorrhoidectomy, 320 
—problem of portal hypertension in relation to the 
hepatosplenopathies, 355 
—traumatic right diaphragmatic hernia: case with 
delayed herniation of the liver and gallbladder, 
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abscess: 


—suppurative pancreatitis with 
abscess, 328 

cancer: 

—hemochromatosis associated with primary adeno- 


associated liver 


carcinoma of the liver: a case illustrating 
diagnostic features, 314 

function tests: 

—clinical value of functional liver tests, 323 

tumors: 

—primary tumors of the liver, 321 

—surgical approach to hydatid cysts of the right 
dome of the liver, 321 


Lobectomy 
—spontaneous lobectomy, 264 
Lumbago—See Backache. 
Lumbar Puncture—See Spinal Puncture. 
Lung 
abscess: 
—lung abscess; an analysis of 244 cases, 263 
—nontuberculous lung abscesses in children: survey 
of sixty-four cases, 259 
cancer: 
—pulmonary metastases from tumours of the testis 
simulating hydatid cysts radiologically, 334 
infections : 
—penicillin in the treatment of chronic infections 
of the lungs and bronchi: an 
ninety-three cases, 258 


analysis of 


injuries: 
—non-penetrating pulmonary injuries, 259 
postoperative complications: 
—mode of production of pulmonary emboli, 203 
—postoperative chest complications; controlled study 
in hernia and meniscectomy operations, 212 
—postoperative pulmonary complications, 202 
—postoperative venous thrombosis and pulmonary 
embolism, 204 
surgery: 
—early pulmonary decortication in the treatment 
of posttraumatic empyema, 256 
tumor : 
—large fibroma arising from the pulmonary pleura 
of the right lower lobe, 265 
—tumor of the lung due to Cryptococcus histoly- 
ticus (blastomycosis), 265 
Lymph Node 
—decidual reaction of endometrium ectopic in an 
abdominal lymph node, 339 
Lymphoma—See Hodgkin’s Disease. 
Lymphosarcoma—See Sarcoma, lymphosarcoma. 
Malaria 
—hazard of transfusion malaria after the war, 379 
—simultaneous occurrence of acute appendicitis and 
malaria, 294 
Malleoli 
fractures : 
—fractures of the internal malleolus, 363 
Mandible—See Jaws. 
March Fractures—See Foot, fractures. 
Meckel’s Diverticulum—See Intestines, diver- 
ticula. 
iastinum 
—occlusion of the superior vena cava due to 
syphilitic mediastinitis: collateral 
after nineteen years, 351 
Megacolon—See Colon, dilatation. 
iscus 
—postoperative chest complications; controlled study 
in hernia and meniscectomy operations, 212 


circulation 





Migraine 
—periarterial infiltration in diagnosis and _ treat- 
ment of migraine: experimental and clinical 
experiences with eucupine and procaine hydro- 
chloride, 346 


Mikulicz Operation—See Colon, surgery. 


Muscles 
—spontaneous rupture of rectus muscle, 275 
Sphincter: 
—evolution of sphincter muscle preservation and 
re-establishment of continuity in the operative 
treatment of rectal and sigmoidal cancer, 306 


Myeloma 


—solitary myeloma: review of sixty-one cases, 234 
Needle—See Instruments. 


Nephrectomy—See Kidneys, excision. 
Nerves 

peripheral : 

—electrodiagnosis by means of progressive currents 
of long duration; studies on peripheral nerve 
injuries in man, 239 

—experimental studies on peripheral nerve surgery; 
the effect of infection on regeneration and 
functional recovery, 237 

ccounds and injuries: 

—electrodiagnosis by means of progressive currents 
of long duration; studies on peripheral nerve 
injuries in man, 239 

—nerve injuries in children, 238 

—neuropathology of war nerve injuries, 238 

Neuritis 
—sciatic neuritis, 238 
Neurosurgery 

—absorbable gelatin sponge and thrombin for hemo- 
stasis in neurosurgery, 225 

—direct flap repair of defects of the arm and hand: 
preparation of gunshot wounds for repair of 
nerves, bones and tendons, 244 

—experimental studies on peripheral nerve surgery; 
the effect of infection on regeneration and 
functional rcovery, 237 

—should a brachial plexus injury be exposed? 239 

Nipples—See also Breast. 

fibromyoma: 

—hilateral nummiform fibromyomas of the nipples 
with unilateral fibromyoma and _ papilloma 
mamillae, 269 

Nitrogen Metabolism 

—nitrogen balance studies on surgical patients re- 
ceiving amino acids: observations on patients 
with obstructing lesions of the esophagus and 
stomach receiving amino acids by parenteral 
injections as the exclusive source of protein, 211 

Nose 

surgery—See also Face, surgery. 

—plastic surgery of nasal fractures, 243 

—reconstruction of the columella nasi: a method 
advantageous for the female patient, 242 

Nylon 

—nylon backing for dermatome grafts, 246 
Obesity 

—pendulous abdomen: its surgical correction, 275 
Oils 

—studies in oleothorax. I. The bacteriostatic action 
of oils on the tubercle bacillus, 264 

—studies in oleothorax. II. The use of oils in 

disinfectant oleothorax and in the re-expansion 
of the lung in tuberculous empyrema (prelimi- 
nary report), 260 
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Oleothorax—See Oils; Tuberculosis, Pulmo- 


nary, surgical therapy. 
Ophthalmoplegia—See Eye, paralysis. 
Orthopedics 
—pentothal sodium in orthopedic surgery, 358 
—perspex in orthopaedics, 357 
—reparative surgery of compound battle fractures 
in the Mediterranean theater of operations, 359 


Osteoma 
—osteoid-osteoma of bone, 224 
Osteomyelitis 
—osteomyelitis of the skull due to salmonella typhi, 
226 
—penicillin therapy in acute osteomyelitis, 365 
Ovary 


tumors 
—theca cell tumors of the ovary: a clinical and 
pathologic study of twenty-three cases (in 
cluding thirteen new cases) with a review, 336 
Paget’s Disease 
—Paget’s disease of the nipple, 270 
Pancreas 
—aetiology of pancreatic apoplexy, 328 
-cystic fibrosis of the pancreas: report of a case, 
325 
cancer 
—pancreaticoduodenectomy for carcinoma of the 
ampulla and ampullary region, 327 
pancreaticoduodenectomy for islet carcinoma: a 
five-year follow-up, 324 
resection of the duodenum and head of the 
pancreas for primary carcinoma of the head 
of the pancreas and ampulla of Vater, 326 
“rgery 
—radical duodenopancreatectomy: report of a success- 
ful resection of a carcinoma of a duodenal 
diverticulum involving the head of the pan- 
creas, 323 
resection of pancreas for hyperinsulinism due to 
islet-cell tumors, 328 
umors: 
—islet-cell tumors of the pancreas, 328 
—origin and growth of an adenoma of the islands 
of Langerhans, 328 
resection of pancreas for hyperinsulinism due to 
islet-cell tumors, 328 
Pancreaticoduodenectomy 
—pancreaticoduodenectomy for carcinoma of the 
ampulla and ampullary region, 327 
—pancreaticoduodenectomy for islet carcinoma: a 
five-year follow-up, 324 
radical duodenopancreatectomy: report of a success- 
ful resection of a carcinoma of a duodenal 
diverticulum involving the head of the pan 
creas, 323 
Pancreatitis 
—suppurative pancreatitis with 
abscess, 328 
Parachutes—See Fractures. 


Paralysis 
—thenar palsy due to compression of the median 
nerve in the carpal tunnel, 238 
facial 
—early treatment of Bell’s palsy, 236 
Patella 
—chondromalacia of the patella, 364 
Pediculosis 
—pediculosis corporis and leg ulcers, 356 


associated liver 





Pelvis 
—disarticulation of the innominate bone for malig- 
nant tumors of the pelvic parietes and upper 
thigh, 222 
fractures: 
—anatomical and functional reductions of fractures 
of the pelvis, 363 
Penicillin 
—appendicitis, with emphasis on the use of penicil- 
lin, 295 
—device for protecting the skin and collecting 
fluid from fistulas: or for keeping penicillin 
solution in contact with a wound, 289 
—inactivation of penicillin by various gram nega 
tive bacteria, 22 
—massive doses of penicillin in the treatment of 
peritonitis: a preliminary report, 279 
—penicillin in the treatment of chronic infections 
of the lungs and bronchi: an analysis of ninety- 
three cases, 258 
—penicillin: its topical use as a bacteriostatic agent 
for the palliative treatment of chronic stasis 
ulcers of the lower extremities, 352 
—penicillin therapy in acute osteomyelitis, 365 
—relative efficacy of penicillin, tyrothricin, strepto- 
thricin and sulfathiazole on hemolytic strepto 
coccus in wounds of rabbits, 219 
—use of penicillin mixed with a local anesthetic, 
196 
Pentothal Sodium—See Anesthesia. 
Peptic Ulcer 
—gastric acidity and occult blood studies of young 
adult males with duodenal ulcer, 286 
—intractable peptic ulcer, 288 
—lesions of small intestine producing massive 
hemorrhage: with symptoms simulating peptic 
ulcer, 292 
—perforated peptic ulcer 
cases, 280 


review of ninety-six 
—pneumothorax resulting from a dissecting gastric 
ulcer; review of the literature and report of 
a case, 288 
—problem of massive hemorrhage from duodenal 
ulcers of patients beyond middle life: with 
particular reference to the value of the Devine 
exclusion operation in selected cases of this 
nature, 289 
—results of operations for peptic ulcer: an investi- 
gation of cases over a ten-year period at the 
Royal Melbourne Hospital, 286 
Perineum 
—anesthesia for operations on the perineum, 195 
—lacerations of the perineum and their repair: a 
study based on 2,328 personal cases, 338 
Peritonitis 
—massive doses of penicillin in the treatment of 
peritonitis: a preliminary report, 279 
Phlebothrombosis 
—dicumarol therapy in postoperative thrombophle- 
bitis and phlebothrombosis, 203 
Phosphorus 
—first-aid treatment of phosphorus burns, 372 
Pilonidal Sinus 
—infected pilonidal sinus, 384 
Plasma 
—hody fluid and plasma protein changes following 
a single nonfatal hemorrhage in hypoproteine- 
mic dogs, 383 
—metabolic alterations following thermal burns; 
II. changes in the plasma volume and plasma 
protein in the convalescent phase, 372 
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Pleura 
—large fibroma arising from the pulmonary pleura 
of the right lower lobe, 265 


Pneumocephalus 
—radiological aspects of intracranial pneumocepha- 
lus, 225 
Pneumonia 
—pneumonia following non-penetrating chest in- 
juries: a study of fifty-six cases, 260 
—spontaneous lobectomy, 264 
Pneumothorax 
—pneumothorax resulting from a dissecting gas- 
tric ulcer: review of the literature and report 
of a case, 288 
Postoperative Complications—See also Embo- 
lism; Lungs, postoperative complications; 
Phlebothrombosis; Thrombosis. 
—complications following operations on the gas- 
trointestinal tract, 280 
—conditions affecting risk of operation: general 
considerations, 383 
—effect of cotton and catgut in hernial repair on 
postoperative temperature and pain, 276 
—postoperative chest complications; controlled study 
in hernia and meniscectomy operations, 212 
—postoperative infections, 221 
—post-operative vomiting in relation to anaesthetic 
time, 202 
Postoperative Therapy 
—design for surgical convalescence, 207 
—early ambulation after operation, 212 
—“early rising” following major surgical opera- 
tions, 210 
—ethyl alcohol intravenously as postoperative 
sedative, 207 
—management of postoperative choledocholithiasis: 
another use for solution G, 322 
—methods for reducing pain following hemorrhoid- 
ectomy: technic and results in seventy-two cases, 
313 
—modification of the trocar method with positive 
pressure for instilling amniotic fluid con- 
centrate intra-abdominally at the close of 
operations, 273 
—preoperative and postoperative care of the patient 
having operations on the gastrointestinal tract, 
281 
—preoperative and postoperative sedation, 210 
—preoperative and _ postoperative treatment of 
thoracic surgical cases, 249 
—preoperative preparation and postoperative care 
of patients undergoing urologic operations, 331 
—protein requirements of surgical patients during 
the postoperative period, 212 
—routine use of protein digest intravenously follow- 
ing major surgical procedures, 204 
—translocation of fluid produced by the intravenous 
administration of isotonic salt solutions in man 
postoperatively, 208 
Prize Essay Award 
—National Gastroenterological Association 1946 
award contest, 385 
Prize Essay Contest 
—Mississippi Valley Medical Society 1946 essay 
contest, 384 
Procaine Compounds—See Migraine. 


Proctology—See also Rectum, surgery. 
—proctology, 311 


Prostate 
hypertrophy : 
—transurethral resection for prostatic hypertrophies 
of large size, 337 
Prostatectomy 
—fibrin foam as a hemostatic agent in suprapubic 
prostatectomy, 339 
Protein 
—body fluid and plasma protein changes following 
a single nonfatal hemorrhage in hypoproteine- 
mic dogs, 383 
—estimation of serum proteins, 378 
—protein requirements of surgical patients during 
the postoperative period, 212 
—routine use of protein digest intravenously fol- 
lowing major surgical procedures, 204 
Pyuria—See Urinary Tract, infections. 
Radius 
—congenital recurrent dislocation of head of radius, 
364 
Rectum 
—management of war injuries of the extraperi- 
toneal rectum, 298 
—wounds of the rectum, 310 
cancer: 
—carcinoma of sigmoid and rectosigmoid involving 
urinary bladder: surgical management in sixty- 
four cases, 299 
—evolution of sphincter muscle preservation and 
re-establishment of continuity in the operative 
treatment of rectal and sigmoidal cancer, 306 
—primary resection (closed anastomosis) of rectal 
ampulla for malignancy with preservation of 
sphincteric function, together with a further 
account of primary resection of the colon and 
rectosigmoid and a note on excision of hepatic 
metastases, 296 
—surgical treatment of carcinoma of the rectum: 
statistics on 198 cases of resection, 303 
surgery: 
—anal retractor for use in anorectal surgery, 311 
—proctology, 311 
—surgical management of colon and rectal injuries 
in the forward areas, 298 
—what was wrong with Whitehead’s work? An 
appraisal of his rectal operation, 311 
tumors: 
—technique and results of primary and secondary 
pull-through operation after removal of tumors 
of the rectum and rectosigmoid, 300 
Retractor—See Apparatus; Rectum, surgery. 
Roentgen Rays 
diagnosis: 
—radiological aspects of intracranial pneumocepha- 
lus, 225 
Sarcoma 
lymphosarcoma: 
—lymphosarcoma primary in the appendix: a study 
of 23 cases, 293 
Sciatica 
—changes in chronaxie during degeneration and 
regeneration of experimentally produced lesions 
of the sciatic nerve of the cat, 237 
—-sciatic neuritis, 238 
Sedatives 
—ethyl alcohol intravenously as _ postoperative 
sedative, 207 
—preoperative and postoperative sedation, 21@ 
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Serum 
—estimation of serum proteins, 378 
—relation of wound exudate to healing, 381 


Shock 

—anesthesia in shock, 197 

—early effects on dogs of section of the eighth 
cervical segment of the spinal cord and their 
bearing on shock, 374 

—observations on the severly wounded in forward 
field hospitals with special reference to wound 
shock, 373 

—traumatic shock incurable by volume replacement 
therapy: a summary of further studies including 
observations on the hemodynamics, intermedi- 


ary metabolism and therapeutics of shock, 375 


Shoulder 
dislocation: 
—technique of drilling the glenoid in Bankart’s 
operation for recurrent dislocation of the 
shoulder, 367 
urgery 
—posterior approach for arthrodesis and _ other 
operations on the shoulder, 358 


Sigmoid—See also Colon. 

—volvulus of the sigmoid colon: report of twenty- 
five cases, 305 

cancer: 

—acute colonic obstruction secondary to carcinoma 
of the sigmoid colon with gangrene of an ex- 
tensive segment of the large bowel: a case 
report, 310 

—evolution of sphincter muscle preservation and 
re-establishment of continuity in the operative 
treatment of rectal and sigmoidal cancer, 306 

—primary resection (closed anastomosis) of rectal 
ampulla for malignancy with preservation of 
sphincteric function, together with a further 
account of primary resection of the colon and 
rectosigmoid and a note on excision of hepat 
ic metastases, 296 

—technique and results of primary and secondary 
pull-through operation after removal of tumors 
of the rectum and rectosigmoid, 300 

Skin 

transplantation: 

—device for fixation of a Wolfe graft, 246 

—direct flap repair of defects of the arm and hand: 
preparation of gunshot wounds for repair of 
nerves, bones and tendons, 244 

—immediate skin grafting following injuries, 380 

—nylon backing for dermatome grafts, 246 

—skin grafting in moribund burned patients, 372 

—tape method of skin-grafting, 245 

wounds and injuries: 

—cleansing of oil-covered skin and burns, 371 


Skull 
—osteomyelitis of the skull due to Salmonella typhi, 
226 
impurities: 
—compound, comminuted skull fractures produced 
by missiles: report based upon 100 cases, 227 
—treatment of denuded external table of the skull, 
226 
surgery: 
—cranioplasty: collective review, 228 
Sodium 
—use of radioactive sodium as a tracer in the 
study of peripheral vascular disease, 342 


chloride: 
—translocation of fluid produced by the intravenoys 
administration of isotonic salt solutions 
man postoperatively, 208 
Spinal Cord 


—early effects on dogs of section of the eighth 


in 


cervical segment of the spinal cord and their 
bearing on shock, 374 
—hemodynamic and biochemical changes in dogs 
subjected to section of the spinal cord: changes 
in dogs surviving operation for protracted pe- 
riods, 375 
wounds and injuries: 
—concussion of the spinal cord, an experimental 
study and a critique of the use of the term, 235 
Spinal Punctures 
—lumbar puncture in treatment of 
wounds of the brain, 230 
Spine 


f ractures: 


penetrating 


—fracture dislocation of the fifth cervical vertebra, 
235 

intervertebral disk: 

—damaged intervertebral disk; early diagnosis and 
treatment, 235 

—intervertebral spine fusion with removal of her- 
niated intervertebral disk, 236 

—massive extrusiones of the lumbar intervertebral 
discs, 234 

—protrusion of intervertebral disk, 233 

—retropulsed intervertebral disk producing Froin’s 


syndrome, 232 


Spleen 
—problem of portal hypertension in relation to the 
hepatosplenopathies, 355 
injuries 
—transthoracic operative approach for traumatic 
lesions of the spleen, 329 
rupture: 
—spontaneous rupture of a normal spleen; report 
of a case, 330 
Splenectomy 
—splenectomy for acquired hemolytic jaundice in 
the aged; report of a case, 330 


Splint 
—simplified method of applying the Thomas splint, 
363 
Sponge 
—absorbable gelatin sponge and thrombin for hem- 


ostasis in neurosurgery, 225 


—hiologic investigations of a new absorbable 
sponge, 214 
—brief communication: absorbable sponge tests, 212 


Sprain—See Ankle. 


Stomach 

—nitrogen balance studies on surgical patients re 
ceiving amino acids: observations on_ patients 
with obstructing lesions of the esophagus and 
stomach receiving amino acids by parenteral 
injections as the exclusive source of protein, 211 

cancer: 

—carcinoma of the stomach and its problems, 288 

—partial gastrectomy for carcinoma thirty-five years 
ago, 284 

cardiospasm: 

—case of achalasia of the cardia, 269 

—esophagogastrostomy in the treatment of cardio- 
spasm, 268 
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inflammation : 

—acute phlegmonous gastritis, 282 
—chronic hypertrophic antrum gastritis, 283 
surgery: 

—aseptic gastric resection, 288 


Streptothricin 
—relative efficacy of penicillin, tyrothricin, strepto- 
thricin and sulfathiazole on hemolytic strepto- 
coccus in wounds of rabbits, 219 


Sulfonamides 

—local use of sulfanilamide in the treatment of 
acute appendicitis: a review of 1,481 cases, 294 

—relative efficacy of penicillin, tyrothricin, strepto- 
thricin and sulfathiazole on hemolytic strepto- 
coccus in wounds of rabbits, 219 

—succinylsulfathiazole and intestinal suction in sur- 
gery of the large bowel, 303 

local use: 

—established surgical infections: treatment with 
urea-sulfanilamide mixture, 218 


Surgery—See also under names of diseases, or- 
gans, regions and operations. 

—American surgery: the first hundred years, 384 

—hasic medical sciences in graduate training in sur- 
gery, 383 

—conditions affecting risk of operation: general 
considerations, 383 

—use of local anesthesia in operations, 201 

plastic—See also Face, surgery. 

—nylon backing for dermatome grafts, 246 

—pendulous abdomen: its surgical correction, 275 

—tape method of skin-grafting, 245 

—use of the cautery in plastic operations on the 
eyelids, 246 


Sutures 

—effect of cotton and catgut in hernial repair on 

postoperative temperature and pain, 276 
Sympathectomy 

—experience with lumbar sympathetic ganglionec- 
tomy for wounds of major blood vessels of 
the lower extremity, 344 

Syphilis 

—occlusion of the superior vena cava due to syph- 
ilitic mediastinitis: collateral circulation after 
nineteen years, 351 

Tendons 

—benign capillary hemangioma of the digital flexor 
tendon sheath, 368 

vurgery ; 

—direct flap repair of defects of the arm and hand: 
preparation of gunshot wounds for repair of 
nerves, bones and tendons, 244 

—use of skin flaps in the repair of scarred or ulcer- 
ative defects over bone and tendons, 368 

Testes 

—torsion of the testicle, 3 

—undescended testicle, 33 

tumors: 


? 
5 


3 
3 


—pulmonary metastases from tumours of the testis 
simulating hydatid cysts radiologically, 334 
Tetanus 


—case of local tetanus, 220 


—clinical study of tetanus: an analysis of one hun- 
dred twenty-one cases of tetanus, 218 

—occurrence and possible significance of Bacillus 
tetani in compound fractures, lacerations, gun- 
shot wounds, and burns, 362 


Thigh 
—disarticulation of the innominate bone for malig- 
nant tumors of the pelvic parieties and upper 
thigh, 222 
Thiouracil 
—extrathyroid effects of thiouracil therapy, 248 
—thiouracil in thyrotoxicosis: observations in the 
treatment of thirty-two patients, 249 


Thoracoplasty—See Thorax, surgery. 
Thorax 


—importance of ascorbic acid (vitamin C) in chest 
surgery, 265 
—interscapulothoracic disarticulation of the arm, 369 
injuries: 
—combined injuries of the thorax and abdomen, 251 
—evacuation hospital experiences with war wounds 
and injuries of the chest: a preliminary re- 
port, 250 
—management of intrathroacic and thoraco-abdomi- 
nal wounds in the combat zone, 255 
—pneumonia following non-penetrating chest in- 
juries: a study of fifty-six cases, 260 
—sucking wounds of the chest, 253 
—treatment of intrathoracic wounds, 251 
surgery: 
—preoperative and postoperative treatment of tho- 
racic surgical cases, 249 
—relaxing thoracoplasty: preliminary report, 258 
—transthoracic operative approach for traumatic 
lesions of the spleen, 329 
Thrombin 
—human fibrin foam with thrombin as a_ hemo- 
static agent in general surgery: experimental 
studies and clinical use, 215 
—absorbable gelatin sponge and thrombin for hemo- 
stasis in neurosurgery, 225 
Thrombosis 
—dicumarol in the prevention of thrombosis and 
pulmonary embolism, 209 
—postoperative venous thrombosis and pulmonary 
embolism, 204 
—thrombo-embolism, 211 
Thyroid 
—extrathyroid effects of thiouracil therapy, 248 
—observations on so-called thyrotropic exophthal- 
mos, 247 
fumor 
—case of aberrant suprahyoid thyroid tumour, 249 
Thyrotoxicosis—See also Thyroid. 
—thiouracil in thyrotoxicosis: observations in the 
treatment of thirty-two patients, 249 
Tibia 
abscess . 
—Brodie’s abscess: two case reports, 366 
Tissue 
—brief communication: absorbable sponge tests, 212 
—signifieance of tumor cells in serous effusions, 223 
Toes 
—modification of radical operation for the cure of 
ingrown toenails, 379 
Tonsillectomy 
—tonsillectomy and tuberculous cervical lymphoma, 
241 
Toxins and Antitoxins 
—experimental evaluation of American commercial 
bivalent and pentavalent gas gangrene anti- 
toxins, 221 
—toxin and antitoxin studies of gas gangrene in 
man, 216 
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value of antitoxin in the prevention and treat 
ment of malignant edema and gas gangrene: a 
review of observations, 214 

Tuberculosis, Pulmonary 
surgical therapy: 

studies in oleothorax. I. The bacteriostatic action 
of oils on the tubercle bacillus, 264 

studies in oleothorax. II]. The use of oils in dis- 
infectant oleothorax and in the re-expansion 
of the lung in tuberculous empyema (prelimi- 
nary report), 260 


Tumors—See also under special organs and tis- 
sues. 
bilateral nummiform fibromyomas of the nipples 
with unilateral fibromyoma and papilloma ma- 
millae, 269 
cystic hygroma: report of three cases, 224 
desmoid tumor, 275 
‘multiple primary malignancy, 224 
significance of tumor cells in serous effusions, 223 
hydatid 
-pulmonary metastases from tumours of the testis 
simulating hydatid cysts radiologically, 334 
—surgical approach to hydatid cysts of the right 
dome of the liver, 321 
theca cell—See Ovary, tumor 
Tyrothricin 
relative efficacy of penicillin, tyrothricin, strepto- 
thricin and sulfathiazole on hemolytic strepto 
coccus in wounds of rabbits, 219 
Ulcers 
pediculosis corporis and leg ulcers, 356 
penicillin: its topical use as a bacteriostatic agent 
for the palliative treatment of chronic stasis 
ulcers of the lower extremities, 352 
saphenofemoral ligation with the immediate retro- 
grade injection, 356 
ulcers of the lower extremities, 342 
unusual leg ulcer with diphtheroids, 356 
use of skin flaps in the repair of scarred or ul- 
cerative defects over bone and tendons, 368 
Urachus 
cyst 
—infected urachal cysts, 334 
Urea—See Infections. 
Ureters 
abnormalities 
ligation of a supernumerary ureter: clinical and 
experimental study, 332 
calculi 
treatment of ureteral calculi, 334 
urgery 
-transurethral resection for prostatic hypertrophies 
of large size, 337 
cvounds and injuries: 
treatment of ureters injured during gynecologic 
operations, 335 
Urinary Tract 
preoperative preparation and postoperative care 
of patients undergoing urologic operations, 331 
infections: 
-asymptomatic pyuria in young men, 333 
surgery 
—review of urologic surgery, 334 
Uterocolostomy—See Colostomy. 
Uterus 
cancer 


—bone destruction in cases of carcinoma of the 
uterus, 339 





—management of carcinoma of the uterine cervix, 
339 

—value of the vaginal smear in the diagnosis of 
uterine cancer: a report of 1,015 cases, 337 

excision 

—early extirpation of the uterus in persistent atony 
with postpartum hemorrhage, 339 


Vaccines 
—experimental cholecystitis: final results of vaccine 
and filtrate therapy, 316 


Varicose Veins. 
—saphenofemoral ligation with the immediate retro- 
grade injection, 356 
Veins 
saphenous : 
—saphenofemoral ligation with the immediate retro- 
grade injection, 356 
Venae Cavae 
—occlusion of the superior vena cava due to syph- 
ilitic mediastinitis: collateral circulation after 
nineteen years, 351 
technic of using vitallium tubes in establishing 
portacaval shunts for portal hypertension, 352 
urgery 
ligation of the inferior vena cava for the preven 
tion of pulmonary embolism; a report of two 
cases, 208 


Vertebra—See Spine. 


Vital Statistics 
mortality: 
—mortality factors in acute appendicitis, 295 
Vitallium 
—technic of using vitallium tubes in establishing 
portacaval shunts for portal hypertension, 352 
use of vitallium tubes in strictures and absence 
of the common bile duct, 317 
Vitamins 
C 
—importance of ascorbic acid (vitamin C) in chest 
surgery, 265 


Vomiting 
—post-operative vomiting ia relation to anaesthetic 
time, 202 


War Surgery 

—arterial injuries in a theater of operations, 343 

—evacuation hospital experiences with war wounds 
and injuries of the chest: a preliminary re- 
port, 250 

—experiences with aneurysms in an overseas general 
hospital, 346 

—local and regional anesthesia in Naval practice, 
202 

—management of intrathoracic and thoraco-abdomi- 
nal wounds in the combat zone, 255 

—management of war injuries of the extraperitoneal 
rectum, 298 

—neuropathology of war nerve injuries, 238 

—observations on the severely wounded in forward 
field hospitals with special reference to wound 
shock, 373 

profits to peacetime practice from surgical ex- 

periences of war, 382 

—reparative surgery of compound battle fractures in 
the Mediterranean theater of operations, 359 

Whitehead 

—what was wrong with Whitehead’s work? An 

appraisal of his rectal operation, 311 
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Wolfe Graft—See Skin, transplantation. 
Wounds—See also under names of organs and 
tissues. 
—device for protecting the skin and collecting fluid 
from fistulas: or for keeping penicillin solu- 
tion in contact with a wound, 289 
—observations on the severely wounded in forward 
field hospitals with special reference to wound 
sHock, 373 
—relation of wound exudate to healing, 381 
gunshot: 
—compound, comminuted skull fractures produced 
by missiles: report based upon 100 cases, 227 
—delayed surgical care of complicated gunshot 
wounds, 357 
—direct flap repair of defects of the arm and hand: 
preparation of gunshot wounds for repair of 
nerves, bones and tendons, 244 


—secondary hemorrhage arising from gunshot 
wounds of the peripheral blood vessels, 347 

infections: 

—further reduction in hospital infection of wounds, 
381 

—occurrence of Bacillus histolyticus in accidental 
wounds without recognized specific infection, 
217 

—-secondary infection of wounds, 219 

treatment: 

—<control of scar tissue formation in the treatment 
of wounds, 381 

—relative efficacy of penicillin, tyrothricin, strepto- 
thricin and sulfathiazole on hemolytic strepto- 
coccus in wounds of rabbits, 219 


Wrist 


—thenar palsy due to compression of the median 
nerve in the carpal tunnel, 238 
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